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by 
Joseph S. DeLuca 
 
Advisor: Philip Yanos, Ph.D. 
This study explored predictors of mental health stigma among adolescents and the effectiveness 
of a school-based mental health stigma reduction and health promotion program, “Ending the 
Silence” (ETS), developed by the National Alliance on Mental Illness. Youth mental health 
service use is impacted by many factors, but concern about stigma and low mental health 
knowledge have been consistently identified as leading barriers to help-seeking. Beyond 
education and contact program components, existing research on how to design a successful 
adolescent stigma reduction intervention has been inconclusive. A diverse sample of 206 high 
school students in New York City participated in the current study. Using a cluster randomized 
controlled trial design, fourteen classes (Grade 9-12) were randomly assigned to the ETS 
program or an active control presentation on careers in psychology. Students completed four 
surveys throughout the study (pre, immediate post-presentation, 4-weeks post, 8-weeks post). 
Cross-sectional and longitudinal (over two-months) results were analyzed. Baseline regression 
analyses (controlling for other predictors of stigma) indicated that lower self-concept predicted 
self-stigma of seeking help, but lower self-concept also predicted intentions to seek counseling. 
Longitudinally, mixed effects modelling indicated significant interaction effects (time X group) 







and less anticipated risk for disclosing to a counselor. There were also trends in favor of the ETS 
group for reductions in intended social distancing and negative affect, and improvements in help-
seeking intentions. Other predictors of stigma included mental health knowledge, gender, 
race/ethnicity, prior contact with mental illness, and grade level. Qualitative feedback indicated 
positive impressions of ETS overall, but suggestions for more interactive activities and 
discussion. Relatively brief programs such as ETS appear to be a practical vehicle to continue 
developing and disseminating to reduce stigma and improve mental health outcomes. Future 
research is warranted on longer-term programs and adolescent development variables.  
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Chapter 1: Adolescent Mental Health 
Mental health encompasses emotional, psychological, and social well-being. 
MentalHealth.gov, a website dedicated to educating community members in the United States 
(US), describes mental health as a component of overall health that includes how one feels, 
thinks, and acts (MetnalHealth.gov, n.d.). Professionally diagnosed mental health conditions, 
which can range from specific phobias to mood disorders to psychotic disorders, are 
characterized by clinically significant disturbances in these areas (American Psychiatric 
Association, 2013). Overall, mental health conditions are associated with significant personal 
distress, as well as social and functional disruptions in one’s life. Adolescence (approximately 
ages 10-21; Steinberg, 2017) is a key period for personal and social development, and mental 
health conditions can significantly alter the trajectory of an adolescent’s life (Suldo, Thalji-
Raitano, Kiefer, & Ferron, 2016). In particular, the distinct developmental period of middle 
adolescence (approximately ages 14-18 years; Suldo et al., 2016) is often a time when 
adolescents are given more autonomy to test out adult roles and determine identities (Erikson, 
1968; Harter, 2015; Hinshaw, 2005), as well as the period when susceptibility to peer pressure 
peaks and then gradually declines (Steinberg & Monahan, 2007).  
In addition to developmental transitions, certain mental health conditions peak in 
intensity during middle adolescence (Steinberg & Morris, 2001) and negative attitudes toward 
persons with mental illness (a component of stigma, to be discussed below) can be pervasive 
among adolescents in general (Watson, Miller, & Lyons, 2005). From the most basic perspective, 
stigma develops when a negative stereotype (e.g., dangerous, unpredictable, weak) is paired with 
an attribute or perceived label (e.g., mental illness). The subsequent merging of these concepts 





Phelan, 2001). Thus, it is imperative to understand the processes and barriers related to 
adolescents’ mental health during this period—including mental health attitudes and knowledge, 
perceptions of peers, identity development, and help-seeking behaviors—and enact programs to 
improve adolescent health, education, and reduce stigma. Within such research, it is also 
essential to consider how intersectional factors (Crenshaw, 1989) and other domains of identity 
development for adolescents relate to stigma (e.g., race, ethnicity, gender, sexuality). 
Adolescent Mental Health: Scope of the Problem 
Each year, approximately 1 in 11 adolescents in the US experiences a major depressive 
episode (according to structured diagnostic interviews; Mojtabai, Olfson, & Han, 2016). 
According to the Centers for Disease Control and Prevention (CDC, 2013), suicide is the second 
leading cause of death among adolescents aged 12 to 17 years old. The estimated lifetime rates 
of suicide ideation, plans, and attempts among adolescents in the US are 12.1%, 4.0%, and 4.1%, 
respectively (Nock et al., 2013). Nationally representative US studies have also found that 17.6% 
of adolescents reported at least one non-suicidal self-injurious act in a 12-month period (Monto, 
McRee, & Deryck, 2018). Female adolescents and non-Hispanic White adolescents (v. non-
Hispanic Black adolescents) demonstrated the highest rates of suicidality (ideation, plans, 
attempts) in one national US study (Nock et al., 2013), but Latinx/Hispanic and Black/African-
American females reported higher rates of suicide attempts in another study (CDC, 2016). 
Additionally, based on CDC (2017) self-report data in the US, sexual minority youth were more 
than four times as likely to have said they attempted suicide (23.0%), compared to heterosexual 
youth (5.4%). Increased rates of suicidality have also been found among Black/African-





among adolescents and young adults (age 18-24) have been documented among Native 
American/Alaskan Native youth in the US (Jiang, Mitran, Miniño, & Ni, 2015). 
To highlight these issues from a local perspective, New York City (NYC) conducts a 
biennial Youth Risk Behavior Survey (YRBS) of its high school students in order to assess 
health risk behaviors. In the most recent survey (NYC YRBS, 2017), 30.4% of adolescents self-
reported at least one two-week period of persistent sadness or hopelessness in the past year that 
disrupted some usual activities. Nearly a fifth (17.4%) of adolescents in the YRBS reported that 
they seriously considered a suicide attempt, and 10.1% said that they had attempted suicide, with 
just under half of these attempts requiring medical attention. As per analyses from the largest, 
nationally representative study conducted on adolescent suicidality (using structured diagnostic 
interviews; Nock et al., 2013), the vast majority of adolescents who have attempted suicide had a 
pre-existing mental health condition, most frequently Major Depressive Disorder, Oppositional 
Defiant Disorder, or a specific phobia. That a pre-existing mental health condition is a predictor 
of suicidality is consistent with nationally representative studies of African-American and 
Caribbean adolescents in the US (Joe, Baser, Neighbors, Caldwell, & Jackson, 2009) and of 
native Mexican adolescents (Borges, Benjet, Medina-Mora, Orozco, & Nock, 2008). 
Adolescent Mental Health Onset, Estimates, and Impact 
Overall, approximately 13% of adolescents may have any type of diagnosable mental 
health condition in a given three-month period (Costello, Mustillo, Erkanli, Keeler, & Angold, 
2003), and up to 20% may experience such a condition in a given year (CDC, 2013). Nationally 
representative studies have indicated that, during adolescence, approximately 33% of adolescents 





experience a substance use disorder (Merikangas et al., 2010). In regard to age of onset, 
approximately 50% of all lifetime mental health conditions worldwide begin by the mid-teens, 
and 75% begin by the mid-20s (via diagnostic interviews; Kessler et al., 2007). Consistent with 
this data, a more recent study, comprised of nearly 14,000 young adults in eight countries and 
based on self-report questionnaires, found that the median age of onset for a mental health 
condition was fourteen-years-old (Auerbach et al., 2018).  It is further estimated that 20-25% of 
all adolescents in the US will meet criteria for a mental health condition with severe impairment 
across their lifetime, and 46.3% will meet criteria for any mental disorder (Merikangas et al., 
2010; Merikangas et al., 2011).  
Although diagnostic categories for mental illness are dichotomous, the concept of mental 
health is viewed to be on a continuum. Prior large-scale studies have relied on structured 
diagnostic interviews and subsequent diagnostic labels to define mental health (e.g., Merikangas 
et al., 2010), but research increasingly indicates that the absence of a diagnosable mental health 
condition is not synonymous with “complete mental health” (Suldo et al., 2016, p. 436). A small 
percentage of adolescents who are diagnostically asymptomatic, for example, still report 
diminished emotional well-being, lower self-concepts, and poorer social relationships (11.4% 
comprised this “vulnerable” group in one recent study; Suldo et al., 2016). These findings 
indicate that a larger group of adolescents than national estimates suggest might be appropriate 
for and responsive to mental health prevention and education programs. 
Overall, although the majority of adolescents go through this developmental period 
without major difficulty, it is clear that some experience serious psychological and behavioral 
problems that can derail social, academic, and vocational development (Costello et al., 2003; 





addition to personally distressing symptoms, early impairments due to adolescent mental health 
conditions are associated with lower employment probabilities and earnings inequalities in 
adulthood (Evensen, Lyngstad, Melkevik, Reneflot, & Mykletun, 2017). Mental health 
conditions, such as depression, also raise the risk of several major diseases and chronic medical 
conditions throughout one’s life (Katon, 2003). Globally, mental health conditions are ranked as 
the most prominent cause of the “burden of disease” in young people, with unipolar depressive 
disorders and schizophrenia being the top two contributors (Gore et al., 2011, p. 2093). Thus, 
mental health is a significant public health issue among adolescents.  
Adolescent Mental Health Treatment 
One reason for the broad and long-term impacts of adolescent mental health conditions is 
a lack of early treatment. Severe mental health conditions are generally preceded by less severe, 
more treatable disorders (Kessler et al., 2007), however, community epidemiological surveys 
have consistently found that many individuals do not receive treatment until approximately eight 
years after the onset of distressing symptoms (Christiana et al., 2000). Nationally representative 
studies conducted in the US have found that only 20-50% of youth with mental health conditions 
receive services for their conditions (Merikangas et al., 2011; Whitney & Peterson, 2019), with 
Hispanic, non-Hispanic Black, Asian-American (and Asian international), and Native American 
adolescents being less likely to receive services than White adolescents (Alegria, Vallas, & 
Pumariega, 2010; Cauce et al., 2002; Kataoka, Zhang, & Wells, 2002; Lipson, Kern, Eisenberg, 
& Breland-Noble, 2018; Masuda et al., 2009; Merikangas et al., 2011)—despite higher rates of 
anxiety disorders, suicidality, and posttraumatic stress responses due to disproportionate 
exposure to stress (Delgado & Zhou, 2008; Merikangas et al., 2010). Specific to diagnosis, 





deficit/hyperactivity disorder (ADHD) receive services during adolescence, less than 20% of 
adolescents with anxiety, eating, or substance use disorders ever receive services during this 
developmental period.  
Overall, mental health conditions are undertreated worldwide, particularly in lower 
income countries (Thornicroft et al., 2017), and indicators of socioeconomic status have been 
directly related to youth mental health in the US. In a national comparison of suicide rates among 
Medicaid (a government program that assists with medical costs for low income individuals) and 
non-Medicaid youth in the US, Fontanella and colleagues (2019) found that youth aged 10-14 
receiving Medicaid had a significantly higher suicide rate than youth not on Medicaid. A recent 
meta-analysis also directly linked perceived racial/ethnic discrimination to greater psychological 
distress for racial/ethnic minority youth (Benner et al., 2018). Youth of color living with mental 
health problems are also more likely than White, non-Hispanic youth to end up in the juvenile 
justice system (Delgado & Zhou, 2008), further delaying access to appropriate mental health 
care. In addition to structural and institutional barriers to service use, mental health stigma also 
tends to be higher among youth of color (discussed below). From a methodological perspective, 
most studies that have documented low rates of help-seeking among youth of color have been 
done with enrolled college students (e.g., Lipson et al., 2018; Masuda et al., 2009), highlighting 
the importance of studying mental health disparities and stigma among younger (e.g., middle and 
high school aged), diverse (e.g., not college enrolled) youth. 
Despite the existence of effective youth treatments for a variety of mental health 
conditions (Weisz et al., 2017), formal service utilization and help-seeking behaviors are 
impacted by a host of factors, including gender, age, parental education, family size and 





status, perceived lack of culturally-competent services, and stigma (Cauce et al., 2002; Corrigan, 
Druss, & Perlick, 2014; Merikangas et al., 2011; Spencer, Chen, Gee, Fabian, & Takeuchi, 2010; 
World Health Organization, 2005). It is clear that the mechanisms of stigma’s impact on help-
seeking are complex. For example, one recent study (Schomerus et al., 2018) of  adults with 
untreated depression found that higher levels of endorsed mental health stigma predicted lower 
mental illness self-identification, which in turn predicted lower perceived need for mental health 
services (even after controlling for severity of symptoms, prior treatment experience, gender, and 
age). Overall, stigma has been identified as one of the leading barriers to service utilization 
among adolescents: The most recent global “atlas” on child and adolescent mental health, 
conducted by the World Health Organization (WHO, 2005), found that stigma was identified by 
key informants as a barrier to care in 68% of the 192 countries studied. In its conclusions, WHO 
(2005) explicitly stated that stigma reduction campaigns are a key element to improving child 
and adolescent mental health worldwide. 
Current State of Adolescent Mental Health 
 In some regards, adolescent mental health issues appear to be increasing. More 
adolescents are experiencing major depressive episodes each year (8.7% in 2005 to 11.3% in 
2014, p < .001; Mojtabai et al., 2016), particularly females (from 13.1% in 2004 to 17.3% in 
2014). Completed suicide rates among adolescents have also gradually increased since 1999, and 
this increase is particularly pronounced among young females (Curtin, Warner, & Hedegaard, 
2016). A recent large-scale analysis of administrative data from 32 children’s hospitals in the US 
found that emergency department and inpatient encounters for suicidality or self-harm more than 
doubled from 2008 to 2015 (0.67% to 1.79%), particularly among 12-17 year olds (Plemmons et 





database in the US, found that hospital visits for deliberate self-harm increased by 45% for 13-15 
year olds from 2008 to 2013 and 94% for 11-12 year olds (McCluskey, Allareddy, Rampa, 
Allareddy, & Rotta, 2019). A similar study, using data from the National Hospital Ambulatory 
Medical Care Survey in the US, confirmed these findings: Kalb and colleagues (2019) found a 
28% increase in psychiatric emergency department visits for youth (age 6-24) between 2011 and 
2015, with the largest increases among adolescents (54%) and African American (53%) and 
Hispanic patients (91%). 
In two nationally representative surveys of US adolescents aged 13-17 (N = 506,820) 
conducted between 2010 and 2015, Twenge, Joiner, Rogers, and Martin (2018) found that 
depressive symptoms, suicide-related outcomes, and suicide rates (all measured by self-report) 
increased over the years. These increases largely were unrelated to race/ethnicity, socioeconomic 
status, region, and age/grade, though females reported higher levels of symptoms, and suicide 
rates did not increase in the Northeast (but did in the Midwest, South, and West). As a caveat, it 
is plausible that self-reports of mental health symptoms may be increasing due to changes in 
socially desirable responding and more openness about mental health (and, thus, not due to true 
symptomology). It is also plausible that retrospective symptom reporting may not be as valid as 
structured interviews, for example, such as is done in the National Comorbidity Surveys with 
adolescents (e.g., Merikangas et al., 2010). However, studies have found that social desirability 
does not account for most of the increase in reported psychiatric symptoms (Twenge et al., 
2010). Moreover, suicide-related outcomes may be underreported in self-report (Podlogar et al., 
2016). 
Objective measures of psychopathology have also been compared over time. Comparing 





2002, Twenge and colleagues (2010) found that those in middle adolescence (high school 
students) reported significantly more symptoms of psychopathology over the decades. Posited 
reasons for increases in mental health conditions have included speculations regarding the impact 
of cyberbullying and problematic mobile phone use (Mojtabai et al., 2016), as well as “American 
culture shift[s]” that emphasize extrinsic goals and individual achievement, rather than social 
relationships and community (Twenge et al., 2010, p. 152). Twenge and colleagues (2018) 
recently found that increased social media and smartphone use were related to more reported 
mental health symptoms, while “nonscreen” activities (e.g., in-person social interaction) were 
related to less reported symptoms. In this study, negative economic factors (e.g., unemployment) 
were unrelated to depressive symptoms or suicide rates. While increases in symptomology have 
coincided with slight increases in youths receiving outpatient mental health service (Mojtabai et 
al., 2016), service utilization remains relatively low. 
Adolescent mental health in the context of high schools. Regarding adolescent mental 
health, special attention has been paid to contexts where virtually all adolescents can be found at 
some point in their development, particularly those in middle adolescence: high schools. 
Currently, there are 15 million high school students in the US (National Center for Education 
Statistics, 2016). Experiences in high school often define adolescents’ social networks and 
interpersonal relationships, and peer influences become an integral part of adolescents’ lives 
inside and outside of school during this period (Eccles & Roeser, 2011). High school is an 
important social and emotional development setting not only for academic and vocational 
development, but also for future health and wellbeing (Bond et al., 2007). To this end, schools 
are often identified as an ideal environment for the implementation of education and prevention 





Calear, Newby, & Christensen, 2017). Schools are a key setting for the provision of health 
services for many adolescents, including mental health services (Juszczak, Melinkovich, & 
Kaplan, 2003; Patalay et al., 2016). Depending on geographic region and symptom severity, it 
has been found that between 35-80% of children and adolescents who receive mental health 
services in the US are seen by providers working in schools (Burns & Costello, 1995; 
Merikangas et al., 2011). Compromised mental health can adversely affect school-related 
outcomes due to chronic absence, low achievement, disruptive behavior, and dropping out (Doll 
& Hess, 2001; Nutbeam, Smith, Moore, & Bauman, 1993; Suldo et al., 2016). High school is an 
important developmental milestone and often a gateway to attaining other adult roles. Graduating 
from high school has also been to found to be a protective factor among at-risk adolescents in 
some studies (e.g., Allwood & Widom, 2013).  
The topic of school mental health has recently caught the attention of mainstream media, 
being referred to as a “crisis” and “silent epidemic” in a special series by one major outlet 
(Anderson & Cardoza, 2016). Structurally, it appears that support and linkage to mental health 
treatment is at least partially thwarted by the paucity of school mental health professionals. For 
example, according to data from the National Association of School Psychologists (Anderson & 
Cardoza, 2016; Charvat, 2004), there is only one school psychologist for every 1,500 students. 
The burden of recognizing mental health conditions and referring students to mental health 
services may be increasingly falling on teachers (Jorm, Kitchener, Sawyer, Scales, & 
Cvetkovski, 2010)—staff members who often have the most contact with students. However, 
research indicates that teachers may not be aware of the extent of school mental health services 
(Stormont, Reinker, & Herman, 2011), do not receive sufficient mental health training (Reinke, 





mental illness (Jorm et al., 2010) or fear discussing the topic outside of a set curriculum (Cooke, 
King, & Greenwood, 2016). Recent research in Europe has found that secondary schools may be 
more willing to address concerns such as these if there is a visible national mental health policy 
in place and guidance around school mental health policies (Patalay et al., 2016). For example, 
less than a third of schools in Patalay and colleagues’ study (2016) reported good or excellent 
connections with local mental health services, and nearly half of the schools identified a “lack of 
national policy” as a significant barrier to delivering mental health support in schools. Similarly, 
in the US, school mental health policies vary greatly from state to state (Kreuze, Stecker, & 
Ruggiero, 2017). A lack of state or national mental health policies has been identified as a form 
of structural stigma and a subsequent barrier to services (Corrigan, Markowitz, & Watson, 2004). 
Research such as Patalay and colleagues’ (2016) strongly suggests that a dearth of such policies 
can have trickle- down effects on high schools’ decisions related to mental health prevention, 
support, and education. 
Structural issues aside, personal factors also affect high school students’ mental health 
and decisions to seek treatment. Students who are knowledgeable about mental health and open 
to conversations about mental wellness are arguably more amenable to any structural changes 
and interventions (Pinto-Foltz, Logsdon, & Myers, 2011). For example, mental health stigma 
remains a significant personal concern among many high school-aged adolescents (e.g., Gulliver, 
Griffiths, & Christensen, 2010), and thus may interfere with potential structural changes aimed at 
addressing student mental health. Past studies with other stigmatized groups have found that 
individual perceptions of stigma interact significantly with structural forms of stigma (e.g., lack 
of state-level policies) to predict negative health behaviors (e.g., Pachankis, Hatzenbuehler, & 





treatment is initiated, stigma (including low mental health knowledge) is a key factor that 
prevents adolescents from seeking help and may lead to premature treatment termination (see 
Corrigan, 2004). More recently, Vogel, Bitman, Hammer, and Wade (2014) found evidence that 
perceived public stigma is a significant predictor of help-seeking self-stigma over time for 
college students. In a systematic review, Gronholm, Nye, and Michelson (2018) found that 
school-based mental health interventions (e.g., delivering evidence-based treatments) were often 
met with stigma by students. As one student reported in regard to potentially seeking out such 
services: “I’m gonna get to hear, like, there’s something wrong with me or something like that. 
People would think, like, I’m psycho or that” (Prior, 2012, p. 703). Thus, improving adolescent 
mental health likely hinges on both structural and individual changes in stigma. Interrupting 
stigma at the individual level may maximize the benefits of any structural changes and decrease 
the probability of self-stigma developing.  
Current State of Mental Health Policies and Laws 
In terms of structural changes, the current state of local, state, national (US), and 
international mental health policies and laws offers an opportune time for mental health 
programming in schools and targeting of individual stigma in the US. Internationally, the World 
Health Organization (WHO) dedicated World Health Day 2017 to depression, launching a 
campaign with the slogan, “Let’s talk” (WHO, 2017). In the United States, several mental health 
initiatives have been launched in the past decade, most recently with The Campaign to Change 
Direction (2017) under former President Obama, which urged scientists, community 
stakeholders, and government agencies to act quickly to reduce mental health stigma and to 
improve and expand school-based mental health programs. In terms of federal law, the passing of 





early intervention and promising evidence-based practices for prevention, among other goals. In 
general, mental health parity has often remained a bipartisan goal amidst changing national 
healthcare policies in the US (e.g., Gabriel, 2016; Thalmayer, Friedman, Azocar, Harwood, & 
Ettner, 2016). Prevention methods and early treatment are also publicly-stated goals of national, 
professional mental health organizations, such as the American Psychological Association 
(APA) and its “Guidelines for Prevention in Psychology” (APA, 2014). Individual states have 
followed these initiatives, including New York State, which recently passed a law mandating 
junior and high schools to integrate mental health into existing health education classes as of July 
2018 (Virtanen, 2016). Other US states, including in Virginia, have recently followed suit. The 
law change in Virginia was the direct result of lobbying from a group of high school students 
(Truong, 2018). These state initiatives, combined with recently developed local mental health 
resources and linkages, such as ThriveNYC (2017) spear-headed by First Lady Chirlane McCray 
in New York City, makes this a particularly auspicious time for adolescents to be exposed to 







Chapter 2: Mental Health Stigma Theory and Overview 
Stigma begins with a labeling process (Goffman, 1963; Link & Phelan, 2001). Just as 
individuals mark others in positive and favorable ways (e.g., “hero,” “saint”), stigmatizing 
reflects this marking in terms of negative labels (e.g., “crazy,” “psycho”) (Rose, Thornicroft, 
Pinfold, & Kassam, 2007). Stigma thus includes marks or signs that can disqualify individuals or 
groups from the full social acceptance of society (Goffman, 1963). Erving Goffman, one of the 
pioneers of stigma research, has discussed how the stigma process can affect a person at his or 
her core, reducing an individual from “a whole and usual person” to “a tainted, discounted one,” 
and thus requiring the conscious management of “spoiled identity” (Goffman, 1963, p. 3). As 
other researchers have stated, stigma may also involve mental and physical “us” from “them” 
separations, subsequent status loss and discrimination in society, and negative self-esteem, 
academic, and health outcomes for the stigmatized (Link & Phelan, 2001; Major & O’Brien, 
2005). 
Stigma manifests in many ways, including public and interpersonal reactions to persons 
with mental illness (public or individual stigma), discriminatory structural and institutional 
policies (structural stigma), and perceptions and internalized self-conceptions by individuals who 
are thinking about seeking treatment or living with mental illness (perceived stigma and self-
stigma, respectively) (Link, Yang, Phelan, & Collins, 2004; Pescosolido & Martin, 2015). 
Through these different mechanisms, stigma has been identified as a fundamental social 
determinant of various public health inequalities (Hatzenbuehler, Phelan, & Link, 2013; 
Pachankis et al., 2014). In a recent undertaking to connect conceptual and theoretical work on 
stigma, Pescosolido and Martin (2015) posited that the inherent complexity of stigma naturally 





they term the stigma complex. The stigma complex is defined as “the set of interrelated, 
heterogeneous system structures, from the individual to the society, and processes, from the 
molecular to the geographic and historical, that constructs, labels, and translates difference into 
marks” (Pescosolido & Martin, 2015 p. 101). Stigma is thus seen as a reciprocating individual 
and structural process, influenced by culture, history, and other variables, and conceptualized and 
studied via multiple dimensions.  
Within the individual and self-stigma domains, Pescosolido and Martin (2015) and other 
researchers posit several micro-dimensions for continued study: traditional prejudice 
(“preconceived unfavorable judgments…” and negative stereotypes, including labeling and lack 
of mental health knowledge or “literacy”; see also Evans-Lacko et al., 2010; Jorm, 2000; Link & 
Phelan, 2001); negative affect (“…unpleasant emotional reactions [toward someone with mental 
illness]”); social distance (“desire to maintain an interactional detachment…” and other forms of 
intended or enacted discrimination, including classroom and friendship discrimination; see also 
Evans-Lacko et al., 2010; Silke, Swords, & Heary, 2016); treatment carryover (“belief that 
public knowledge that an individual has received medical or psychological treatment for a 
stigmatized condition and/or status reduces the status of that individual in the larger community,” 
including perceived stigma, anticipated stigma, and self-stigma); and disclosure carryover 
(beliefs about the negative consequences of disclosure, which includes anticipated utility and 
benefits of such disclosure; see also Vogel & Wester, 2003) (Pescosolido & Martin, 2015, p. 97).  
Adult Mental Health Stigma 
Research into the development of mental health stigma over the past several decades has 





stigma, as adults are often a key socializing force in adolescents’ development of beliefs and 
attitudes about self and others (Hughes et al., 2006), particularly in regard to mental health 
stigma (Jorm & Wright, 2008). According to a recent nationally representative survey (Miller, 
Cuthbertson, Skidmore, & Loveridge, 2017), less than half of US Americans can recognize 
symptoms of anxiety and less than a third can recognize depression; this lack of mental health 
knowledge was particularly pronounced among younger adults (18-34). Despite there existing 
room for improvement in US adults’ mental health knowledge, knowledge about the etiology of 
mental illness and subsequent support for mental health services have increased favorably over 
time (Pescosolido et al., 2010). However, various aspects of mental health stigma (e.g., social 
distance, negative stereotypes) have remained both prevalent and stagnant among adults 
worldwide (Pescosolido, Medina, Martin, & Long, 2013), and fears of dangerousness are 
particularly prominent in the US (Manago, Pescosolido, & Ólafsdóttir, 2019). 
In terms of prejudice, the most common attitudes toward people with mental illness 
continue to include fears of violence and an overarching sense of dangerousness to self and 
others (e.g., Corrigan, Thompson, Lambert, Noel, & Campbell, 2003), despite strong evidence to 
the contrary from multiple research groups and datasets (Skeem, Kennealy, Monahan, Peterson, 
& Appelbaum, 2016; Swanson et al., 2006). More recent studies have found that the adults’ 
perceived relationship between psychosis and violence is increasing (Pescosolido et al., 2010). 
Other common stereotypes linked to mental illness include unpredictability, beliefs that a person 
is to blame for their mental health condition, and beliefs that persons with mental illness cannot 
recover or successfully engage in everyday society (Kobau, DiIorio, Chapman, & Delvecchio, 
2010). Many US adults also harbor stigma toward children and adolescents with mental health 





adults reported that a child or adolescent with mental health problems (ADHD or depression) 
would be more likely to be dangerous to themselves or others than children or adolescents with 
“daily troubles” or asthma. 
Lack of knowledge can lead to these stereotypes, which in turn often leads to negative 
attributions (e.g., of responsibility) and negative affect (e.g., anger), culminating in social 
distancing or punishing behaviors (Corrigan, 2000). Common social distancing behaviors might 
include being unwilling to have a person with mental illness as an in-law or co-worker 
(Pescosolido et al., 2013). On a personal level, many adults living with mental illness also 
experience self-stigma by incorporating negative stereotypes into one’s identity, which can lead 
to decreased help-seeking behaviors and poor recovery outcomes (Yanos, Roe, Markus, & 
Lysaker, 2008). Similarly, perceptions of stigma and internalized self-stigma have also been 
documented among young adults considering seeking psychological help, which have also been 
found to be a deterrent to seeking mental health care (Vogel et al., 2013a). 
Child and Adolescent Mental Health Stigma 
When mental health stigma research is applied to children and adolescents, a translational 
approach is often used (e.g., Corrigan & Watson, 2007) whereby related ideas from basic 
behavioral research (e.g., stigma toward minority groups or genders) are extrapolated to mental 
health issues. However, limitations of approaches like these are that mental health concerns and 
mental illness are generally “hidden” stigmas (Goffman, 1963; Jones et al., 1984; Quinn, 2017) 
and must be inferred through cues or labels (Corrigan, 2000). Thus, mental health stigma among 
children and adolescents requires an analysis of developmental processes that coincide with such 





Although prior research has shed light on the complexity of stigma processes among 
adults, many existing theories and stigma measurements do not apply directly to children and 
adolescents (Fox, Earnshaw, Taverna, & Vogt, 2018; Pinto, Hickman, Logsdon, & Burant, 
2012). In one extensive review of mental health stigma literature (Link et al., 2004), researchers 
found that only 3.7% of mental health stigma research used samples of children and/or 
adolescents. One reason for this is that it is often more difficult to recruit youth for research, and 
requirements of active parental/guardian consent can further diminish sample sizes (e.g., Pinto-
Foltz et al., 2011).  More recently, researchers have begun to study this underexplored area from 
child and adolescent perspectives (e.g., McKeague, Hennessy, O’Driscoll, & Heary, 2015a), 
however such studies still tend to be in the minority of stigma research conducted (see Mueller, 
Callanan, & Greenwood, 2016). In regard to youth stigma conceptualizations, Silke and 
colleagues (2016) were among the first group of researchers to test an empirical model of 
adolescent mental health stigma (in Ireland), which suggested a tripartite conceptualization 
similar to adult stigma (prejudice, stereotypes, discrimination), but more research is needed to 
confirm and generalize this. Moreover, only one systematic review has explored youth mental 
health stigma (Kaushik, Kostaki, & Kyriakopoulos, 2016), but this study focused solely on 
stigma (among youth and adults) toward other youth with mental health problems and did not 
include stigma toward mental health treatment.  
In sum, it is apparent that research on mental health stigma among adolescents is still 
nascent, and comprehensive theoretical explanations explicitly considering both mental health 
stigma and adolescent development are lacking. Below, several stigma dimensions are reviewed 
from a developmental perspective in order to situate major developmental considerations from 





ethnic, cultural, gender, and sexual identity developments in relation to mental health stigma are 
also integrated. Specific developmental considerations in adolescent mental health stigma 
research are then discussed. This is followed by a review of existing mental health stigma 
reduction programs for adolescents, and then theoretical considerations and models for 






Chapter 3: Conceptualizing Adolescent Mental Health Stigma 
Prejudice and Stereotypes 
Labeling. Labeling is an essential piece of the stigma process. As young as seven-years-
old, children are able to define words like “weird” and “crazy” and apply these labels to 
vignettes of adults manifesting psychiatric symptoms (Spitzer & Cameron, 1995). Continuing 
into third grade, most children have come to learn that persons with mental illness are “bad” 
(Adler & Wahl, 1998), but have yet to develop specific stereotypes to describe the reasons why 
(Link et al., 2004). By the time middle childhood (9-11 years old) is ending, children perceive 
persons with mental illness as less socially attractive than individuals with other disabilities 
(Roberts, Johnson, & Beidleman, 1984) and rate them less positively on measures related to 
everyday functioning (Poster et al., 1986), though may not have the ability to categorize or label 
specific mental health conditions (Georgakakou‐Koutsonikou, Taylor., & Williams, 2018). These 
findings are consistent with other researchers (e.g., Augoustinos & Rosewarne, 2001) who find 
that both personal stereotypes and awareness of societal stereotypes or stigma develop by middle 
childhood, partly due to increasing cognitive flexibility. Moving into adolescence, youth also 
become better able to differentiate between their own personally endorsed stigma and awareness 
of how others may stigmatize in society. 
Both personal endorsement of stigma and awareness of stigmatizing labels remain 
prevalent during adolescence. Rose and colleagues (2007) asked 400 14-year-olds in the UK to 
list words or phrases they might use to describe someone with mental health problems. Using a 
grounded theory approach, these labels were catalogued into six categories: popular derogatory 





disability (e.g., “spastic”), general psychiatric categories (e.g., “schizophrenia”), violence (e.g., 
“scary”), and loneliness (e.g., “isolated”). The vast majority (75%) of the most popular labels 
were negative terms (e.g., “disturbed,” “nuts,” “confused,” and “psycho” were the most 
frequently endorsed). Only 16% of the most popular labels were categorized as neutral (e.g., use 
of diagnostic terms), and only 9% of these labels were described as empathic or eliciting 
compassion (e.g., “sad,” “isolated”). Similar findings were reported in a small qualitative study 
with youth in the US (Kranke, Floersch, Kranke, & Munson, 2011), with Black/African-
American youth reporting more negative language to describe persons with mental illness (e.g., 
“psycho”, “crazy”), compared to White youth. 
In another study, Bailey (1999) found that stereotype awareness and mislabeling were 
also present among UK adolescents (age 11-17). When asked what names they had heard 
someone with mental illness being called before, participants cited terms such as “retarded” 
(19%), “psychopath” (17%), “spastic” (15%), “mental” (10%), “crazy” (10%), and “lunatic” 
(9%). In a qualitative study conducted in the US with eighth graders, Chandra and Minkovitz 
(2007) largely confirmed prior findings related to adolescent mental health prejudice and 
stereotyping. Adolescents who endorsed more stigmatizing views toward mental illness used 
labels and references such as “mental,” “psycho,” “insane,” “really weird,” and “straitjackets” 
(Chandra & Minkovitz. 2007, pp. 768-769). It should be noted that labeling by adolescents can 
differ by mental health condition. For example, Hanlon and Swords (2019), using an exploratory 
qualitative design, recently found that adolescents associated anxiety with perceptions of 
personal responsibility, weakness, and social abnormality (e.g., “overthinkers,” “attention-
seekers,” “wallflowers”).  Overall, it is apparent that adolescents, from an early age, become 





include many references to mass media and stereotypical depictions of persons with mental 
illness. Moreover, labels associated with mental illness in these studies often indicate that there is 
something perceived as “missing” in an individual with mental illness (e.g., “One slice short of a 
loaf;” Bailey, 1999, p. 107).  
Knowledge and literacy. While the labeling studies reviewed above can be interpreted 
as a mixture of adolescents’ stigmatizing personal endorsements, awareness of societal stigma, 
and lack of knowledge/literacy, other researchers have studied these facets more specifically in 
order to elucidate these issues. Given that some mental health labels among adolescents may be 
positive or neutral (e.g., diagnostically correct), some researchers have assessed adolescents’ 
abilities to correctly label mental health conditions. In a sample of fifth and sixth grade students 
(age M = 11.4), for example, Roberts, Beidleman, and Wurtele (1981) found that these young 
adolescents were able to accurately distinguish between vignettes depicting medical and 
psychological disorders of differing degrees of severity. Among older adolescents, Penn and 
colleagues (2005b) conducted a study and simply asked adolescents and young adults (age 14-
22) if they were aware of four types of mental illnesses. High levels of awareness were found for 
each condition: major depression (86% reported “being aware”), bipolar disorder (73%), 
schizophrenia (81%), and eating disorders (89%). An obvious limitation of this study is that there 
is likely a difference between awareness of a condition (e.g., that it exists as a mental health 
diagnosis) and knowledge of a condition (e.g., its symptoms, how it is treated). While the vast 
majority of adolescents are able to distinguish various diagnoses and recall their names, studies 
have revealed various inconsistencies in knowledge and literacy. 
In one national study conducted in Australia, Wright, Jorm, and Mackinnon (2011) found 





depression vignette; however, only 33% were able to identify a psychosis vignette and just 5% 
were able to correctly identify a social phobia vignette (all vignettes required open-ended 
responding with no prompts). Studies on mental health knowledge in the US have reported 
similar findings (Coles et al., 2016), with only 40% of US American high school students being 
able to recognize a depression vignette and just 1% being able to recognize a social anxiety 
vignette in one study (i.e., after being asked, “In five words or less, what do you think is the 
matter with [name of person in vignette]?”, p. 58). Similarly, only 42% of Irish adolescents in 
one study (age 15-19) were able to label vignettes of peers with depression (Byrne, Swords, & 
Nixon, 2015). The ability of adolescents to recognize depression over other diagnoses (e.g., 
psychosis, anxiety) has been documented in several studies (Burns & Rapee, 2006; Cotton, 
Wright, Harris, Jorm, & McGorry, 2006; Lam, 2014; Olsson & Kennedy, 2010), but it is 
important to note that adolescents’ rates of correct identifications still remain quite low overall. 
Another consistent finding in this stigma dimension is that adolescent females are significantly 
more likely to identify and label symptoms of depression correctly compared to males, as well as 
demonstrate better overall mental health knowledge (Burns & Rapee, 2006; Coles et al., 2016; 
Cotton et al., 2006; Dolphin & Hennessy, 2016; Williams & Pow, 2006). In addition to 
misidentifications of mental illness, many adolescents (compared to adults) are relatively 
unaware of effective treatments for mental health conditions, have negative views of treatment 
settings (especially psychiatric hospitals), and have limited confidence in mental health 
professionals (see Goodwin, Savage, & Horgan, 2016). Consequently, many adolescents may 
first seek mental health help from friends and family. Additionally, when adolescents do 





than psychiatrists (Goodwin et al., 2016). However, adolescents’ full understanding of each of 
these occupations and labels remains unclear. 
In regard to the stigma complex and interactions between stigma dimensions, Wright and 
colleagues (2011) further found that participants who accurately labeled vignettes were more 
likely to label the vignette individual as “sick” (vs. “weak”, assessed via a dichotomized 
variable). This finding has important implications for the connection between adolescent labeling 
and subsequent stigma processes, as other research has found that adolescents who view peers 
with mental illness as “weak” are less likely to offer help than adolescents who view the peer as 
“sick” (Mason, Hart, Rossetto, & Jorm, 2015). However, one study with Irish adolescents found 
no relationship between literacy (i.e., correct identification of a vignette depicting depression) 
and providing peer support for a mental health concern (Byrne et al., 2015). Adolescents (age 14-
16) who correctly label a peer as having depression have also demonstrated lower emotional 
responses of anger toward this peer (Dolphin & Hennessy, 2016). In regard to personal help-
seeking, adolescents who hold stigmatizing views (i.e., believing that mental illness is a sign of 
personal weakness) are also less likely to seek personal help (Yap, Reavley, & Jorm, 2013) while 
adolescents with better mental health literacy are more likely to seek help from health 
professionals (Yamasaki et al., 2016). A recent study of US college students (mean age 24; 
Cheng, Wang, McDermott, Kridel, & Rislin, 2018) found that mental health literacy predicted 
help-seeking, above and beyond other variables, such as self-stigma. These findings suggest that 
labeling has a moderating impact on pathways to stigma among adolescents, and that knowledge 
may lead to more accurate labeling. Interestingly, Yap and colleagues (2013) further found that 
that endorsing stereotypes related to unpredictability and dangerousness increased personal help-





research. Some studies have also found that youth of color in the US have lower levels of mental 
health knowledge than White youth (Munson, Narendorf, & McMillen, 2011). Among college 
students from 60 institutions in the US, Lipson and colleagues (2018) found that Arab/Arab-
American, Asian/Asian-American, and Latinx students had the lowest mental health knowledge 
scores.  
In regard to other aspects of mental health knowledge, some researchers have explored 
adolescents’ views about the etiology and treatment of mental health problems. Researchers have 
found that children as young as seven are able to speculate on the causes of psychological 
problems (see Hennessy, Swords, & Heary, 2013). Children and some young adolescents in the 
US generally prefer internal explanations for mental health concerns (e.g., personal 
responsibility), while adolescents tend to prefer more complex, social-environmental 
explanations, given increasing cognitive development (e.g., Chandra & Minkovitz, 2007; Maas, 
Marecek, & Travers, 1978; Sigelman & Begley, 1987). To this end, among a large age range of 
adolescents, Bailey (1999) found that the most frequently attributed causes of mental illness were 
stress (endorsed by 41% of the adolescents, age 11-17), genetics (27%), and adverse childhood 
experiences (26%). In terms of expectations for what would happen to persons with mental 
illness, most of the adolescents in this study believed that persons diagnosed with mental illness 
would go to a psychiatric hospital (23%), a nursing home (8%), or just lose control of their 
behavior (7%). In a large scale study of over 5000 high school students in the US, Hess and 
colleagues (2004) found that only 36% of students scored above an 80% on a depression 
knowledge test (e.g., etiology, symptoms, treatments, prevalence), suggesting room for 
improvement. In a study of four middle schools in the US, Wahl, Susin, Lax, Kaplan, and Zatina 





bipolar disorder, 72% of students were uncertain if schizophrenia involved multiple 
personalities, 15% of students agreed that only individuals who are weak and overly sensitive let 
themselves be affected by mental illness, 7% agreed that parents were usually to blame for a 
child’s mental illness, and 65% were unsure if mental illnesses had a biological cause. 
Across multiple studies, many adolescents also continue to associate mental illness with 
inherent disability or low intellect. Nearly half of an eighth-grade sample in the US equated good 
mental health with intelligence or confused mental illness with intellectual disability (Chandra & 
Minkovitz, 2007); in fact, many adolescents in this study believed that peers their age who had 
mental health issues would be in special education classes at school. Similarly, Wahl and 
colleagues (2012) found that almost half (47%) of their US middle school sample were unsure if 
mental illness and intellectual disability were different concepts, and 69% of this sample 
believed students with mental illness need special programs to learn. It is clear that gaps in 
adolescents’ mental health knowledge and literacy remain. 
 Negative attitudes and stereotypes. To understand attitudes toward persons with mental 
illness more clearly, a number of different methods have been employed. Wilkins & Velicer 
(1980) used a semantic differential rating scale to assess US middle schoolers’ attitudes toward 
the concepts “Person,” “Crippled,” “Retarded,” and “Crazy.” Using this scale, adolescents were 
asked what they thought an average person in each category was like. The “Crazy” person was 
rated less positively than any of the other concepts, specifically as less understandable and more 
unpredictable. The concept “Crazy” was also rated as more active and powerful than the 
concepts “Retarded” and “Crippled.” Thus, the mere label of “crazy”—which is often used by 
adolescents to describe mental illness –can subsequently elicit negative stereotypes in youth, 





attitudes and stereotypes in middle schools and high schools in the US, as well as colleges and 
university systems. 
 Wahl and colleagues (2012) collected data on nearly 200 racially and ethnically diverse 
students (age M = 12.5) at four middle schools in different areas of the US. In terms of stereotype 
awareness, 72% of students agreed that people with a mental illness are often treated unfairly; 
66% agreed that mental illness is often shown in negative ways by the media; 76% agreed that 
persons with mental illness are hurt by slang names for their disorders; and over 90% of students 
agreed that persons with mental illness deserve respect and that jokes about mental illness are 
hurtful. In terms of personal attitudes about mental illness, 10% agreed that those with mental 
illness tend to be violent and dangerous; approximately 25% of participants saw themselves as 
having little in common with a person with mental illness; 27% agreed that they would feel 
embarrassed if they had a mental illness, and over half of the students (52%) were unsure if 
persons could recover from a serious mental illness, even with treatment. In contrast to this latter 
finding, a recent pilot study of high school students in NYC (DeLuca, Evans, Reyes, & Yanos, 
2016) found 100% agreement (N = 27) that a person with “mental health problems” would 
improve if given treatment and support, demonstrating that the framing of “mental health” may 
elicit different stigmatizing responses.  
Relatedly, Penn and colleagues (2005b) assessed adolescents’ and young adults’ (age 14-
22) attitudes toward various mental health diagnoses. Among adolescents who reported being 
“aware” of at least one mental health diagnosis, over half of these adolescents (56%) believed a 
peer with major depression would be more violent than others, more likely to commit suicide 
(92%), and less likely to do well in school (77%). This pattern was similar across all mental 





to be true), depression was linked more often to doing badly in school, and peers with eating 
disorders were not as stigmatized as being violent (only 29% agreed). These findings are 
consistent with adult stigma studies, which consistently find more stigma toward diagnoses such 
as schizophrenia than depression (Pescosolido et al., 2013). Few differences were found by age, 
gender, or education, though African-American and Latinx youth were less likely to endorse 
stigma overall in Penn and colleagues’ (2005b) study. In another study, Lipson and colleagues 
(2018) found that Asian/Asian-American college students endorsed the highest levels of personal 
stigma (i.e., thinking less of a person who received mental health treatment). In particular, Asian 
international students (v. Asian-American and other racial/ethnic groups) had the highest level of 
personally endorsed stigma (analyses were not conducted for international students from other 
racial/ethnic groups). Related to differences by diagnostic label, Calear, Batterham, Griffiths, and 
Christensen (2017) conducted a study in Australia with adolescents (age 12-18) to understand 
stigma toward generalized anxiety disorder (GAD). Results indicated that negative stereotypes 
about GAD were associated with male gender, having a non-English speaking background (i.e., 
first language spoken was not English), not living with one or both parents, and having lower 
anxiety knowledge. Furthermore in regard to intersectionality, Masuda and colleagues (2009) 
found that Asian-American and African-American students were more likely to perceive 
relationship difficulties with people with mental illness in general (v. non-Hispanic White 
group). In regard to other stigma dimensions, a study of college students in the US (mean age 22; 
Kuhlman, McDermott, Kridel, & Kantra, 2018) found that personally endorsed negative 
stereotypes was negatively related to peer helping behaviors. 
Watson, Miller, and Lyons (2005) further assessed negative stereotypes at two high 





asked if they or a family member were diagnosed with a mental illness (a measure of contact). 
Watson and colleagues (2005) also designed an attitude scale for this study (toward the 
“mentally ill” in general), which included items about perceptions of violence, social avoidance, 
embarrassment if diagnosed as having a mental illness, and personal invulnerability to mental 
illness. A principal components analysis yielded five components (accounting for 53% of the 
variance in the data): Threat (e.g., “Mentally ill people scare me”), Social Concern (e.g., “I think 
that society just makes up the diagnosis of mental illness to control people” and “I think that you 
could catch mental illness from another person”), Wishful Thinking (e.g., “There are medications 
now that can cure mental illness”), Categorical Thinking (e.g., “Mentally ill people are easy to 
spot”), and Out of Control (e.g., “Eating the wrong things or taking drugs can make you mentally 
ill”). In this study, males scored significantly higher on both the Threat and Categorical Thinking 
factors. Only one significant difference was found in terms of grade level – 9th and 10th graders 
scored significantly higher on the Social Concern than 11th and 12th graders. There were also 
several non-significant trends for younger students to endorse more Threat, Categorical 
Thinking, and Out of Control concerns. White students in this study (v. non-White students) 
endorsed significantly less Social Concern and Wishful Thinking, potentially indicating more 
trust of mental health services and higher mental health knowledge among White students. 
Lastly, students who reported they had a family member with mental illness were significantly 
more likely to endorse the Social Concern factor and less likely to endorse the Categorical 
Thinking factor—likely indicating less stigma. This is in line with other studies with adolescents 
(e.g., Dolphin & Hennessy, 2016), indicating that contact with mental health problems (e.g., in 
family or friends) predicts less stigma. Other studies have found that college students’ personal 





influences one’s help-seeking (Eisenberg, Downs, Golberstein, & Zivin, 2009; Nam et al., 2013; 
Vogel et al., 2007, 2013), thus implicating a number of stigma dimensions to varying degrees. In 
regard to age/grade-level differences, results have been mixed. Few differences have been found 
on measures of stigma between 6th-8th graders (e.g., Corrigan et al., 2007) and between 9th-12th 
graders (e.g., Koller & Stuart, 2016; Pinto-Foltz et al., 2011) in other studies. 
Despite the fact that many individuals still openly endorse mental health stigma, a 
shortcoming of the direct assessment of attitudes mentioned above is that such methods are most 
likely to be affected by social desirability bias (Link et al., 2004). Hence, researchers have begun 
to employ implicit attitude methods in adolescent stigma research. In one such study, O’Driscoll, 
Heary, Hennessy, and McKeague (2012) randomly assigned adolescents (age 10-16) in Ireland to 
read two vignettes: one describing a peer with ADHD or depression, and one describing a peer 
with “normal issues.” Adolescents’ implicit attitudes towards peers described as having 
symptoms of ADHD or depression were significantly more negative than responses towards a 
peer with normal issues. Middle adolescent males in this study (age 15-16) endorsed 
significantly more negative implicit attitudes than any other age and gender groupings. To date, 
no other studies have used implicit methods to assess adolescents’ stereotypes toward persons 
with mental illness.  
Negative Affect 
Closely related to preconceived judgments about persons with mental illness (prejudice) 
and concurrent cognitive labels (stereotypes) are emotional responses toward persons with 
mental illness (negative affect). One way to measure affect is via “attribution” measures, such as 





among adults (Corrigan et al., 2002). Corrigan and colleagues (2005) recruited 303 adolescents 
(age M = 16.4) from high schools in the US, and created a revised-Attribution Questionnaire (r-
AQ) to measure adolescents’ negative affect toward a peer with mental illness. Typical r-AQ 
vignettes read: “There is a new student in your class who just came from another school. You 
have heard that this student has a mental illness” (Corrigan et al., 2007; p. 1409). Adolescents are 
then asked to answer questions regarding stigmatizing attributions of this new student (i.e., 
responsibility, pity, anger, help, segregation, dangerousness, willingness to help, fear, 
avoidance).  
In Corrigan and colleagues’ (2005) study, adolescents read three vignettes of fictional 
students (one with mental illness, one with a drinking problem, or one with leukemia) before 
completing the r-AQ. Results indicated that the alcohol abuse vignette was stigmatized more 
significantly than the other illnesses, consistent with hypotheses. The mental illness vignette 
elicited more negative affect overall than the leukemia vignette for, eliciting less pity, more 
feelings of  dangerousness and fear, less willingness to help, and more avoidance. These 
researchers specifically found that adolescents who viewed peers as responsible for their mental 
illness tended to have less pity and be angrier, findings that were replicated in a larger sample of 
younger adolescents (middle schoolers) in a subsequent study (Corrigan et al., 2007). Whereas 
pity has predicted a willingness to help a peer with mental illness (Corrigan et al., 2005), anger 
has shown an inverse relationship to helping, or an inclination to endorse treatment in segregated 
settings (“The new student should be locked in a mental hospital”; Corrigan et al., 2007, p. 
1410). It appears that beliefs about responsibility not only lead to help-seeking intentions (e.g., 
Mason et al., 2015; Yap et al., 2013), but also directly lead to negative affect (anger). Moreover, 





illness as dangerous tended to express more negative affect (fear) and avoidance behaviors—thus 
supporting a conceptual link between stereotypes, affect, and behaviors, in line with the stigma 
complex theory.  
Studies among adolescents have also considered the impact of specific diagnoses on 
adolescents’ affective responses. Similar to findings from Corrigan and colleagues (2005, 2007) 
related to mental health problems in general, Dolphin and Hennessy (2014) found that if Irish 
adolescents (age M = 15.9) perceived a peer with depression to have little control over the cause 
of their disorder (low responsibility), this lead to more sympathy, pity, and social acceptance. 
O’Driscoll and colleagues (2012) found that peers with depression or ADHD elicited 
significantly more anger than a peer with no mental health symptoms. Further, these researchers 
also found that older, male adolescent respondents (age 15-16) in Ireland reported significantly 
more anger toward a peer with ADHD compared to a peer with depression. Male adolescents 
have also been found to report more uncomfortable feelings toward a peer with depression than 
female respondents (Dolphin & Hennessy, 2016). In regard to race/ethnicity, a national US study 
conducted by Walker, Coleman, Lee, Squire, and Friesen (2008) found that Asian/Pacific 
Islander youth endorsed more negative attributions toward a vignette depicting depression than 
White or Hispanic youth. In this same study, Hispanic and Asian/Pacific Islander youth also 
endorsed more negative attributions toward a vignette depicting ADHD (compared to White 
youth). Among a group of US college students (average age 20), Masuda and colleagues (2009) 
found that Asian-American and African-American students had a stronger anxiety reaction 
toward people with mental illness (v. non-Hispanic White group). Overall, negative affect 
toward mental illness among adolescents has been a growing area of research and 





report measures of affect, and it may be important for future studies to implement more 
objective, behavioral, and/or physiological measures of stigma.  
Social Distance and Discrimination 
As discussed, labeling and stereotyping often combine to cause further stigmatizing 
processes, such as avoidance, intended social distance, and discrimination (Corrigan et al., 2005, 
2007). Though these dimensions and processes may not be as cognitively fluid and reciprocating 
among children, intended social distancing behaviors have been exhibited from a young age (as 
early as kindergarten), suggesting a more visceral response possibly due to children’s 
preferences for in-group homogeneity (Peplak, Song, Colasante, & Malti, 2017). Using stick 
figure placements to measure social distance, Weiss (1986) conducted a developmental analysis 
of intended social distance among children and adolescents (kindergarten through eighth grade) 
toward a range of labels. After asking students to draw a stick figure representing themselves “at 
a distance from the other person at which they would feel most comfortable” (Weiss, 1986, p. 
14), it was found that all participants expressed significantly more social distance (as measured 
by the distance in inches from the heads of each stick figure) from persons labeled as “crazy” or 
“mentally ill,” as compared to persons labeled as “normal” or “physically handicapped.” The 
persons labeled “convict” and “crazy” remained the first and second most stigmatized, 
respectively, from kindergarten through sixth grade. By eighth grade, the “crazy” person label 
replaced “convict” label as the least preferred label. Weiss (1986) interpreted this reversal of 
rank as adolescents becoming more “psychologically sophisticated” (p. 18), and perceiving the 
convict as closer to “normal” than someone who is crazy. Beyond labels, children can also be 





one study expressed preferences to exclude a peer (i.e., not invite to a party) after watching a 
video of this peer exhibiting moderate symptoms of ADHD (Peplak et al., 2017). 
Social distance and discrimination among adolescents have further been studied through 
a variety of quantitative and qualitative methods. In one study of US middle school students 
(Wahl et al., 2012), most adolescents were willing to talk to people diagnosed with mental illness 
(78%), and 71% expressed willingness to make friends with such a person. However, as is 
common in social distancing research, more intimate interactions are generally associated with 
more intended social distance. In this same study, only 51% of students were willing to sit next 
to someone with a mental illness, 41% agreed that they would work on a class project with 
someone with mental illness, and 14% agreed that they would go on a date with a person with 
mental illness (Wahl et al., 2012). It is clear that there is more work to do on reducing stigma 
among adolescents and increasing social inclusion. Peers living with mental health symptoms 
may feel ostracized and insecure in their social environments, and may miss out on key 
socializing experiences (e.g., working on a school project, sitting with peers for lunch). Similar 
to Wahl and colleagues’ (2012) research, 81.4% of a small sample of high school students in 
another study said that they would continue a relationship with a friend who developed mental 
health problems, while only 37% said they would live nearby to such a person, and 11.1% said 
they would live with such a person in the future (DeLuca et al., 2016). 
A study of Irish adolescents (O’Driscoll et al., 2012) assessed both relationship social 
distance (i.e., within a school setting) and physical social distance (i.e., using the stick figure 
methodology of Weiss, 1986). O’Driscoll and colleagues (2012) found that younger and older 
adolescents wanted more relationship social distance and physical social distance from peers 





likely to endorse social distance from a peer with ADHD than a peer with depression. This 
finding is consistent with other adolescent research showing that peers with behavioral problems 
are viewed as having more serious problems than those with other mental health conditions, and 
thus rated as less desirable as a potential friend (Roberts et al., 1981). This may be due to older 
adolescents’ preferences for social order within the peer group and a proclivity to exclude peers 
who may disrupt group functioning (O’Driscoll et al., 2012; Roberts et al., 1981), but more 
research is needed in this area. Additionally, it will be important for future studies to delve into 
the nuances of intersectionality stigma differences. For example, in a recent US study focused on 
stigma toward internalizing v. externalizing disorders, Lau and colleagues (2016) found that 
values of family interdependence helped to explain lower stigma toward internalizing disorders 
and more stigma toward externalizing disorders. It is likely that internalizing disorders are seen 
as less of a “threat” to group harmony among interdependent and collectivistic cultures, though 
more research is needed to parse this out among adolescents. 
Treatment Carryover 
Perceived, anticipated, and self-stigma. Viewing personal problems (including mental 
health problems) as a sign of personal weakness or failure (or believing others have this 
perception) can lead to resistance to needed health care (e.g., Barker, 2007; Denison, Bromhead, 
Grainger, Dennison, & Jutel, 2017; Yap et al., 2013). When asked how peers might react to a 
student seeking mental health services, most adolescents in one qualitative study predicted 
negative reactions and consequences, such as teasing (Chandra & Minkovitz, 2007): As one 
eighth-grade adolescent stated, “I think they’d make fun of the person…and so they would think 
that’s just weird and then the person would be… like an outcast” (Chandra & Minkovitz, 2007, 





Gauvreau (2013) found that stigma was identified by the majority students (70%) as the most 
significant barrier to accessing school-based mental health services. A recent large-scale survey 
of adolescents and young adults (age 16-25) in the UK found that 24% would not confide in 
someone if they thought they were experiencing a mental health problem, and 32% believed such 
an admission could affect their job prospects; 78% of this sample believed there was some or a 
lot of stigma attached to mental health issues (Milburn, Fass, & Arseneault, 2017). Chandra and 
Minkovitz (2006) found that teenage boys (eighth grade) expressed less willingness to use 
mental health services than girls. Interestingly, boys in this study perceived parental disapproval 
of mental health services as a barrier to seeking treatment, which highlights the importance of 
future, developmentally-informed research. In a study of college students in the US, Pedersen 
and Paves (2014) found that Asian-American youth were more likely to view another person 
negatively if they sought mental health treatment. Similarly, Lipson and colleagues (2018) found 
that African-American, Latinx, and Asian/Asian-American college students had the highest 
levels of perceived stigma (i.e., believing others would think less of someone for seeking mental 
health treatment).  A systematic review of perceived barriers and facilitators to mental health 
help-seeking in young people (age 12-25; Gulliver, Griffiths, & Christensen, 2010) concluded 
that stigma and embarrassment were the most prominent barriers to help-seeking for mental 
health problems among young individuals. Many of the studies reviewed by Gulliver and 
colleagues (2010) found that young people had significant concerns about what others might 
think of them if they were to seek help. Given the stigma complex and various dimensions that 
may be causing this effect, several recent reviews and meta-analyses have elucidated these 





First, in a meta-analysis of older adolescents’ (university students) help-seeking attitudes, 
Nam and colleagues (2013) found that self-stigma in particular (i.e., defined in this meta-analysis 
as the individual belief that one is socially unacceptable for seeking mental health care) had one 
of the largest effect sizes on attitudes toward help-seeking, compared to other stigma dimensions 
(e.g., public stigma). Second, Clement and colleagues (2015) recently conducted another 
systematic review on the impact of stigma on help-seeking. Though this review was not limited 
to adolescents, findings indicated that self-stigma and “anticipated stigma” (i.e., defined in this 
study as the anticipation of being personally perceived or treated unfairly) were the stigma 
dimensions that had the most disproportionate effect on intended help-seeking for all individuals, 
but especially for those younger than 18 and from ethnic minority groups. In addition to being an 
explicit phenomenon, recent studies (Goguen et al., 2016) have found that older adolescents 
(68% age 18-19) also implicitly stigmatize mental health treatment as less effective, good, and 
honorable than medical treatment, which plausibly translates into negative self-conceptions 
about personally seeking treatment. 
Researchers have generally used standardized measures (from research on undergraduate 
students in the US) to measure self-stigma and anticipated/perceived stigma, such as the Self-
Stigma of Seeking Help scale (SSOSH; Vogel, Wade, & Haake, 2006) and the Perceptions of 
Stigma for Seeking Help scale (PSOSH; Vogel, Wade, & Ascheman, 2009), respectively. Thus, 
the prevalences of perceived, anticipated, and self-stigma have been well documented among 
older adolescents. Noting the paucity of research in this area on younger adolescents, Shechtman, 
Vogel, Strass, and Heath (2016) conducted a study with this group (age M = 16.4) in Israel and 
found similar findings to older age groups (e.g., Vogel et al., 2006): for a wide age range of 





consequently predicted less intended help-seeking behaviors. Interestingly, in regard to other 
stigma dimensions, researchers have documented that high self-stigma of seeking help (v. low 
self-stigma) among college students (mean age 19) leads to a significantly lower probability of 
seeking mental health information (Lannin, Vogel, Brenner, Abraham, & Heath, 2015). Thus, the 
relationship between mental health literacy and self-stigma appears to be bidirectional. 
In regard to perceived stigma, prior research has demonstrated that college students who 
perceive public stigma toward mental health from those they interact with (e.g., PSOSH) are 
more likely to experience self-stigma and thus less likely to seek help in the future (Vogel et al., 
2009). More specifically, it has been found that self-stigma can fully mediate the relationship 
between perceived public stigma and help-seeking (Vogel, Wade, & Hackler, 2007). Another 
recent study of adolescents (Nearchou et al., 2018) found that perceived public stigma was a 
unique predictor of help-seeking intentions for depression, even after controlling for age, gender, 
and individual endorsement of stigma, further highlighting the developmental importance of 
evaluating perceptions of stigma in research studies. Younger adolescents were also more likely 
to indicate willingness to seek help compared to older adolescents in Nearchou and colleagues’ 
(2018) study. Oftentimes, perceived stigma is endorsed at a higher rate than personal stigma (see 
Calear et al., 2017; Kaushik et al., 2016). 
In terms of help-seeking across diverse groups, researchers have suggested that, given 
historical and systemic factors in the US (e.g., unethical research practices, racial 
discrimination), in addition to cultural values and norms, non-White students may be more 
reluctant to disclose mental health concerns because they are less trusting of the mental health 
system and potential treatments, and more likely to believe services will not be culturally-





Delgado and Zhou (2008) note, “…youth of color face the unenviable challenges of not having 
their problems properly identified and treated, and when they are identified, the labeling and 
stigma associated with this process severely undermines their self-confidence. A ‘catch-22’ 
situation exists” (pp. 87-88). Black/African-American youth, for example, have been found to 
endorse higher levels of stigma toward help-seeking and to prefer turning to family members for 
help before professionals (Kranke, Guada, Kranke, & Floersch, 2012; Lindsey, Joe, & Nebbitt, 
2010; Murry, Heflinger, Suiter, & Brody, 2011). On the other hand, studies have also found that 
Asian/Pacific Islander youth in the US may perceive stigma from the family—or internalize 
negative beliefs about their family (e.g., blaming their parents)— for having a mental health 
condition (Lau et al., 2016). Parsing perceived stigma out further among marginalized groups, in 
a study of Black/African-American, Asian-American, and Latinx American college students in 
the US, Cheng, Kwan, and Sevig (2013) found that higher levels of psychological distress and 
perceived racial/ethnic discrimination predicted higher levels of perceived stigmatization by 
others for seeking mental health help, which in turn predicted self-stigma. Murry and colleagues 
(2011) further found that families of rural Black/African-American adolescents in the US 
perceived community stigma and cultural mistrust (e.g., “I am suspicious that White 
professionals would not treat my child as well as s/he would treat a White child) as the top two 
barriers (albeit, at a mild to moderate level) to help-seeking (Murry et al., 2011). A qualitative 
study with youth of color in the US (middle school and high school students) found that common 
barriers to accessing school-based mental health services included embarrassment, fear of 
judgment, wanting to keep things inside, worries about confidentiality, and lack of awareness 
(Ijadi-Maghsoodi et al., 2018). Asian-American adolescents have been found to have particularly 





immigrant parents’ mental health literacy, cultural influences, and general attitudes toward 
mental health may partially explain this disparity among Asian adolescents, according to one 
qualitative study with parents (Wang, Do, Frese, & Zheng, 2018). As noted, youths of color 
overall also tend to have lower levels of mental health knowledge (Munson et al., 2011; 
Narendorf, Munson, Ben-David, Cole, & Scott, 2018), which can further impede help-seeking.  
Lastly, it should also be noted that forms of treatment carryover stigma have been studied 
among adolescents from the perspective of youth who are diagnosed with a mental illness, in 
addition to youth who are asked to think about what it would feel like to seek treatment. Though 
conceptually distinct phenomena and groups (Vogel et al., 2013a), both groups have been found 
to perceive and experience negative impacts. Moses (2010a) found a high degree of perceived 
stigma among adolescents (age M = 14.9) diagnosed with a mental illness, including stigma 
perceived in relationships with peers (62% reporting this), family members (46%), and school 
staff (35%). Other studies have found that approximately 70% of adolescents (age M = 15.3) 
experience stigma after discharge from a psychiatric hospital (Moses, 2014), and that higher 
anticipated stigma is found among females and adolescents who begin treatment earlier (Moses, 
2011). Common anticipated and perceived stigma experiences among adolescents diagnosed 
with a mental health condition include negative reactions from others, including fear, avoidance, 
pity, bullying, and gossip (Moses, 2010a). Common self-stigma themes in a qualitative study of 
young people (age 18-30) diagnosed with ADHD or depression included “being different,” 
“responses to peer stigmatization,” and “selective disclosure and a move toward greater 
openness” (McKeague, Hennessy, O’Driscoll, & Heary, 2015b, p. 160) In terms of stigma 





report experiencing self-stigma frequently or very often (Moses, 2010b), and older youth report 
it at higher rates (Moses, 2009).  
In terms of intersectionality, a small qualitative study with youth in the US (Kranke et al., 
2011) found that Black/African-American youth who were taking psychiatric medication (v. 
White youth) reported higher endorsement of mental health stereotypes. In another US study of 
young adults (18-25) diagnosed with a mood disorder, Narendorf and colleagues (2018) found 
that White participants had higher levels of psychological openness and lower levels of stigma 
compared to men and women of color. Overall, it is clear that treatment carryover stigma is 
prevalent among adolescents. Researchers have found correlations between treatment carryover 
stigmas and aspects of adolescent development (i.e., lower self-concept; Moses, 2009; lower 
self-esteem; Hartman et al., 2013), and have proposed developmentally-informed models of self-
stigma for adolescents (Kranke et al., 2011), but few studies have addressed the relationship 
between aspects of adolescent development and treatment carryover stigma among adolescents 
from non-clinical samples. 
Disclosure Carryover 
 As alluded to above, adolescents consistently report concerns regarding others’ finding 
out about their mental health status or decision to seek mental health services (e.g., resulting in a 
loss of status). Families and adolescents who engage in such secrecy and silence may perpetuate 
a cycle of isolation and interpersonal strain (Hinshaw, 2005; Pachankis, 2007). The definition of 
disclosure carryover includes these components, but disclosure concerns are multidimensional, 
may precede a diagnosis, and can involve a conscious weighing of the anticipated benefits and 





Vogel & Wester, 2003; Vogel, Wester, Wei, & Boysen, 2005). The three largest reviews on 
mental health help-seeking among adolescents and young adults (Goodwin et al., 2016; Gulliver 
et al., 2010; Nam et al., 2013) have found that disclosure-related concerns are major barriers to 
help-seeking, and the most recent review on adults has identified disclosure concerns as the most 
commonly reported barrier to help-seeking (32% reported this as a barrier across 44 studies; 
Clement et al., 2015). Gulliver and colleagues (2010) found that confidentiality or trust was the 
second largest barrier to mental health help-seeking (behind stigma) in their systematic review. 
For example, in one study, West, Kayser, Overton, and Saltmarsh (1991) found that 
approximately 20% of high school students expressed fear that a school counselor would share 
personal information with other people. Nam and colleagues (2013) similarly found that 
disclosure concerns (including anticipated benefits as a separate variable) were among the top 
three predictors of help-seeking attitudes (also behind stigma). Lastly, Goodwin and colleagues 
(2016) found that confidentiality and trustworthiness concerns were also paramount among 
adolescents and young adults who were considering seeking treatment. 
 Intersectionality. Vidourek, King, Nabors, and Merianos (2014) have found that White 
students perceived more benefits to seeking mental health services than non-White students. 
Lindsey, Chambers, Pohle, Beall, and Lucksted (2013) similarly found negative expectations for 
seeking mental health treatment among Black/African-American youth and their caregivers. In a 
similar vein, Masuda and colleagues (2009) found that US college students who identified as 
Asian-American had the lowest confidence in psychological professionals, compared to other 
racial/ethnic groups. In another study, Hausmann-Stabile, Gulbas, and Zayas (2018) found that 
Latinx teens were most receptive to mental health services when they felt emotionally connected 





Overall, the results of these studies indicate that young people who 1) expect confidentiality and 
trust after disclosure, 2) perceive more benefits than risks from seeking help, and 3) possess 
more positive emotions about disclosure, have more positive attitudes and intentions towards 
seeking help.  However, it should be noted that some researchers have found important 
differences by race/ethnicity that must be accounted for and further explored. 
The Contextual Impact of Media, Culture, and Society 
In line with Pescosolido and Martin (2015), the stigma complex is also a set of 
interrelated, mutually reinforcing system structures for adolescents. These structures include the 
media context and national context (e.g., political system and cultural values) of a society 
(Pescosolido & Martin, 2015). For example, studies have found that films made for children and 
adolescents often portray characters with mental illness as violent persons to be feared by other 
characters (Wahl, Wood, Zaveri, Drapalski, & Mann, 2003). Characters in children’s television 
shows who have a mental illness (i.e., referred to by other characters as having a mental illness) 
tend to appear mainly in comic or villain roles, and often have unattractive features, such as 
rotting teeth or bad breath (Wilson, Nairn, Coverdale, & Panapa, 2000). Commonly occurring 
labels to describe these characters included “crazy,” “mad,” and “losing your mind” (Wilson et 
al., 2000). Lawson and Fouts (2004) examined mental illness in 34 Disney animated films for 
children and adolescents. These authors found that 85% of the films contained verbal references 
to mental illness—an average of 4.6 references per film—and that these references were mainly 
used to “set apart and denigrate” these characters (p. 312). Labels, negative stereotypes, and “us 
v. them” mentalities may be facilitated early in life by such media. Given that 92% of 
adolescents (age 13-17) report going on the Internet daily and 89% use at least one social media 





mental illness labels are often inappropriately (and negatively) used on platforms like Twitter 
(Joseph et al., 2015). Adolescents are also exposed to influential individuals on social media—
some who represent the highest levels of national government—who use stigmatizing language 
to describe others (e.g., “low I.Q. Crazy Mika” and “Psycho Joe” to describe news show hosts; 


















Chapter 4: Adolescent Health Promotion 
 Adolescent mental health (and its associated stigma) is a major public health concern. 
Historically, adolescents have been a key target group to address social problems and improve 
health, and schools often provide the ideal setting for such interventions (Steinberg, 2017). For 
example, in the 1950s US high schools were asked to offer more math and science courses due to 
fears that the US was losing its scientific edge to the Soviet Union (Conant, 1959). In the 1990s, 
with US society contending with social problems such as violence, AIDS, and drug abuse, 
schools were asked to implement a number of preventative programs (Dryfoos, 1993). Over two 
decades ago, Dryfoos (1993) also made note of the high incidence of mental health problems 
among adolescents, and advocated for more mental health services and awareness in schools – a 
vision that has yet to fully materialize. While school programs to explicitly improve mental 
health exist (e.g., Mazza, Dexter-Mazza, Miller, Rathus, & Murphy, 2016), it is clear that stigma 
reduction programs still retain a key role in facilitating adolescent mental wellness. 
Well-Intentioned Programs: Cautionary Tales 
From a program evaluation perspective, it is also important to evaluate well-intentioned 
programs in case of iatrogenic effects. For example, Drug Abuse Resistance Education (DARE) 
was widely disseminated in schools before extensive empirical assessment. Subsequent 
evaluations of this program showed no major changes in attitudes or behavior (West & O’Neal, 
2004), with some studies actually finding that youth who completed DARE were more likely to 
use drugs (Werch & Owen, 2002). Corrigan (2016) also notes the importance of evaluating 
mental health stigma reduction programs from a perspective of the “unintended consequences of 





impact of framing mental health conditions as “brain disorders,” which can lead the public to 






Chapter 5: Adolescent Mental Health Stigma Reduction Programs 
 In addition to the relative dearth of research on stigma among adolescents, peer-reviewed 
research on adolescent stigma reduction programs in schools is also lacking (e.g., Mellor, 2014). 
A recent systematic review of school-based (grades 5-12) mental health stigma reduction 
programs (N = 15) in the US (Salerno, 2016) found that most programs improved mental health 
knowledge, reduced negative stereotypes, and improved help-seeking outcomes in the short-term 
(all generally measured at an immediate post-test). However, Salerno (2016) concluded that 
more studies on program implementation and long-term effects are needed, specifically by 
collecting more socio-demographic information (controls) and using randomized designs and 
long-term follow-ups.  The few researchers who have used long-term follow-ups have found 
mixed findings related to maintained stigma reductions (Corrigan, Michaels, & Morris, 2015; 
Perry et al., 2014; Pinto-Foltz et al., 2011; Thornicroft et al., 2016; Yamaguchi, Mino, & Uddin, 
2011), which have been attributed to underpowered samples and heterogeneity in program 
implementation and outcome evaluation (e.g., Schachter et al., 2008). 
In terms of structure, most stigma reduction programs include education (e.g., dispelling 
myths about mental illness; providing mental health education) or contact components (e.g., 
presentations by persons living with a mental illness who share their stories of recovery), or a 
combination of both (Corrigan et al., 2015). The nature of the education (e.g., diagnosis-specific) 
and contact (e.g., age of person, via video or in-person), however, differs from program to 
program (Schachter et al., 2008). Similarly, outcome measures vary from study to study and 
include a range of stigma dimensions, though help-seeking and disclosure carryover-related 
outcomes tend to be the most understudied (Clement et al., 2015; Salerno, 2016). For example, 





interventions evaluated personal mental health and help-seeking outcomes. Hartman and 
colleagues (2013) conducted the first known study to evaluate the impact of a short stigma 
reduction program (75 minutes) on non-help seeking adolescents’ self-stigma, using a no-control 
group, pre/post-test design. These authors found reductions in self-stigma of seeking help among 
Canadian high school youth after the program, but more research is needed to generalize these 
findings. 
In order to examine the effects of various stigma reduction approaches, Corrigan, Morris, 
Michaels, Rafacz, and Rüsch (2012) conducted the largest meta-analysis to date of stigma 
reduction studies (N = 72) for adults and adolescents. Nineteen studies in this sample were 
evaluated among adolescents (age 12-18). Results indicated that, on average, education-based 
and contact-based interventions were both effective for adolescents at reducing stigma (i.e., 
attitudes/stereotypes, negative affect, and intended social distancing). Although education-based 
interventions, on average, outperformed contact-based interventions, in-person contact 
interventions yielded the largest effect sizes overall and specifically for intended social 
distancing and behavioral intentions toward someone living with mental illness (e.g., willingness 
to help). As the researchers concluded, “meeting people with serious mental illness seems to do 
more to challenge stigma than educationally contrasting myths versus factors of mental illness” 
(p. 969). Few studies, however, have considered the impact of intersectionality on stigma 
reduction program outcomes among adolescents.  
Wong, Collins, Cerully, Yu, and Seelam (2018) reported outcomes from a large-scale 
contact intervention in the US among younger adults (18-25) and older adults (25+), using a 
pre/post, no control group design. After the intervention, these authors found that younger adults 





distance, as well increases in professional treatment seeking and peer supporting intentions. In 
regard to race/ethnicity, Asian-American and Latinx individuals demonstrated more positive 
changes over time, compared to White individuals, however Asian-Americans and Latinx 
individuals still had higher levels of stigma across many dimensions than White individuals at 
the post-test. These results also were not broken down by age group and did not include 
individuals <18, supporting the need for more stigma reduction research with youth. 
Structured, in-person contact with individuals who have lived experience with mental 
illness, combined with educational components, remains the gold standard for stigma reduction 
programs among high school-aged youth (Corrigan et al., 2012; Koller & Stuart, 2016; 
Yamaguchi et al., 2011). Although the averaged benefits of various programs have led to this 
consensus, inconsistencies in content and delivery among individual stigma reduction programs 
remains a concern, and stronger studies are needed to address these limitations and establish an 
evidence base of standardized programs (Chen, Koller, Krupa, & Stuart, 2016; Corrigan et al., 
2015). Moreover, for practical reasons (e.g., cost-benefit), it is important for schools to know 
which program(s) to implement for maximum effect. For example, some schools in the UK have 
implemented mental health booklets (i.e., education-only) to promote mental health knowledge 
and help-seeking with little success (Sharpe et al., 2017). However, other low-cost stigma 
reduction programs have demonstrated success, such as an hour-long education presentation (by 
medical students) for Canadian high school students (Ke et al., 2015), and an approximately 
hour-long, combined education-contact intervention for US high school students (Wong et al., 
2015). Stigma reduction and mental health literacy programs that are embedded into the 
curriculum have also shown strong promise and warrant further research (e.g., Beaudry et al., 





have been made to study longer-term interventions, evaluating outcomes throughout and refining 
the intervention for maximum impact (Gronholm, Henderson, Deb, & Thornicroft, 2017). 
 
Adolescent Mental Health Stigma Reduction Program Limitations 
Overall, most researchers have reservations regarding specific stigma reduction program 
recommendations, and suggest future research. Schachter and colleagues (2008), for example, 
conducted a systematic review of 40 school-based stigma reduction programs for youth aged 18 
and younger, and concluded that they could not recommend any school-based intervention due to 
poor reporting quality, a dearth of randomized trial evidence, an absence of methodological rigor 
(e.g., few control group designs), sample heterogeneity, and inconsistent or null results. A more 
recent systematic review of school mental health literacy programs for youth (age 12-25; Wei, 
Hayden, Kutcher, Zygmunt, & McGrath, 2013) similarly concluded that there was insufficient 
evidence to make any firm conclusions, specifically noting that the “…overall quality of the 
evidence for knowledge and help‐seeking behaviour outcomes was very low, and low for the 
attitude outcome” (p. 109). Austin and Schwartz (2018) echoed these limitations from a 
perspective of middle school stigma reduction programs, noting “…significant limitations” and 
the “…inadequacy of current measures of stigma [for adolescents]” (p. 8). In another systematic 
review of school-based interventions (primarily secondary schools), Mellor (2014) similarly 
concluded that there was “insufficient data” (p. 169) to support the effectiveness of school-based 
stigma reduction programs, specifically noting heterogeneity among interventions. To this end, 





concluded that “…the field would benefit from fidelity criteria to reduce variation across 
interventions” (p. 63). 
Other researchers have additionally argued that more nuanced and possibly independent 
stigma reduction programs may need to be created, in order to explicitly increase mental health 
knowledge, decrease negative stereotypes, and increase help-seeking (Batterham, 2015; 
Yamaguchi et al., 2011). Nevertheless, many existing programs still need to be further evaluated 
for efficacy. As Schachter and colleagues (2008) aptly noted: “There is likely little sense in 
trying to ‘reinvent the wheel’ when there are many [stigma reduction] approaches, whose value 
is largely unknown” (p. 7).  
Ending the Silence 
 Ending the Silence (ETS) is one national, standardized approach that could be further 
evaluated and used as a vehicle to overcome the aforementioned limitations in stigma reduction 
research (NAMI, 2015). ETS is a one-day, classroom-based presentation lasting approximately 
50 minutes. ETS is a promising school-based program developed by the National Alliance on 
Mental Illness, the largest grassroots mental health nonprofit in the US (NAMI, 2013). It showed 
the greatest rate of growth of any NAMI program in 2016, growing by 60% and reaching 21 
states (NAMI, 2016). As of July 2018, ETS had been presented 1500 times to over 62,000 
students (J. Rothman, personal communication, July 11, 2018).  
ETS was developed to educate middle and high school students about mental health, with 
the goal of reducing mental health stigma among youth. Through an in-class presentation by a 
young adult with lived mental health experience and a family member of someone with lived 





treatment and recovery, facts about youth mental health, stigma and its consequences, and how 
to provide peer support and access mental health services. ETS presenters use a visual 
presentation to convey information and facilitate discussion. ETS is offered by many local 
NAMI affiliates and is free of charge. NAMI’s standard evaluation of ETS has been a post-
presentation, “satisfaction survey,” comprised of eight questions (K. McManus, personal 
communication, June 9, 2015). 
To date, however, the ETS program has not been thoroughly empirically evaluated. 
Analyzing nearly 2,000 post-test surveys from middle and high school students in New York 
City, DeLuca, Evans, and Yanos (2018) found an overall 80% satisfaction rate with ETS (e.g., 
would recommend the program to others; believed the presenters communicated effectively). 
Ninety percent or more of students agreed that they know the early warning signs of mental 
illness, that they now knew how to help themselves or a friend if they noticed mental health 
warning signs, and that the presenters communicated effectively. Based on regression analyses, 
high school students (v. middle school students), female students, and Black/African-American 
students were most satisfied with the program (DeLuca et al., 2018). Although the majority of 
students found ETS to be beneficial, these results highlighted the importance of considering 
intersectionalities (e.g., gender, age, race/ethnicity) in the context of stigma programming, and 
evaluating these factors as covariates in future research and studying this program in diverse 
settings. Areas for improvement noted by students include wanting more encouragement to 
participate in the presentation and wanting more concrete information on how to talk about 
mental health with others. 
Only three studies have evaluated ETS beyond the standard NAMI post-test survey. 





school students in California. Results indicated some significant changes on individual items 
related to social distance, emotional responses, attitudes, and knowledge, but no changes in help-
seeking or peer support. In an unpublished master’s thesis, Taniyama (2016) also evaluated ETS 
among high school students in California using a no control group design, but included a 
stronger pre-, immediate post-, and 6-week follow-up method. Results indicated significant 
improvements in emotions, knowledge, and attitudes at the post-test, which maintained at 6-
weeks (Taniyama, 2016). Lastly, Wahl, Rothman, Brister, and Thompson (2018) recently 
evaluated ETS in five US states (Arizona, California, Florida, Illinois, and Texas), using a 
pre/post/follow-up (4-6 weeks) non-randomized design, including a no intervention control 
group, and a 12-item outcome measure (knowledge, stereotypes, social distance, and help-
seeking). Using repeated measures analysis of variance, results indicated positive changes at the 
immediate follow-up for ETS, though these changes appeared to gradually rebound at the 4-6 
week follow-up. The largest changes for students who received ETS in this study were being 
able to recognize the warning signs of mental health conditions, and knowledge of what to do to 
seek help if experiencing a mental health condition. Items asking about recovery of people with 
mental illness (e.g., ability to get jobs) and about intended social distance (e.g., invite to home) 
returned to baseline levels at the 4-6 week follow-up. 
One major limitation of these three studies is the lack of control groups in two of the 
studies and a no intervention control group in the third study. Control groups strengthen causal 
inferences by addressing common threats to validity, such as the possibility that differences 
between groups could be attributed to the attention paid, time spent, and novelty of the treatment 
condition, rather than the intervention itself. Additional limitations included lack of follow-up 





demographic covariates (except for Wahl et al., 2018) and other predictors of stigma (such as 
adolescent development, prior mental health knowledge), a lack of standardized and reliable 
stigma measures—particularly measures previously used with adolescents—, and no explicit 
linkage of findings to a conceptual model of adolescent mental health stigma (e.g., Pinto-Foltz & 
Logsdon, 2009; Silke et al., 2016) and various stigma outcomes (Batterham, 2015). It should be 
noted that the authors of the most recent study of ETS (Wahl et al., 2018), while having a 
relatively strong design and diverse sample, acknowledged limitations, including not having a 
randomized design, not including an active control group, not asking about prior mental health 
experience/contact, and only using a brief and limited outcome measure (12 items). Future 













Chapter 6: Merging Adolescent Development and Mental Health Stigma Research 
 An evaluation of adolescent mental health stigma—and the development and evaluation 
of stigma reduction programs—is not complete without a concurrent evaluation of adolescent 
developmental factors. Adolescence is a time of many transitions, including biological, social, 
cognitive, and moral changes (Rutland & Killen, 2015). However, surveys of adolescent stigma 
rarely employ measures to assess development (apart from grade level) and the development of 
adolescent stigma reduction programs are seldom theory-driven (but instead often adopted from 
adult programs) (Pinto-Foltz et al., 2011; Silke et al., 2016). For example, although researchers 
have found few differences on measures of stigma among middle school students (Corrigan et 
al., 2007) and among high school students (Koller & Stuart, 2016; Pinto-Foltz et al., 2011; 
Watson et al., 2005), it is unclear if this is due to true developmental non-differences or due to 
unmeasured variables. Although adolescents in the same school grade may be similar in terms of 
age and academic experiences, adolescent development proceeds at an individual rate, and there 
may be distinct developmental differences between adolescents even of the same age.  
Overall, however, as adolescents become older, they appear to develop more 
sophisticated and nuanced views of mental illness (Chisholm, Patterson, Greenfield, Turner, & 
Birchwood, 2018). Although some of these views are positive (e.g., broader conception of the 
causes and treatment of mental illness), some are negative (e.g., increased fears of violence). 
Thus, increments in knowledge may be accompanied by increases in negative attitudes 
(Hinshaw, 2005) and a lack of acceptance (Kaushik et al., 2016). Nonetheless, it is important to 





Adolescents in the stage of middle adolescence appear to be particularly ideal targets for 
stigma reduction, as this is the period in which cognitive differences with adults relevant to 
stigma begin to diminish (Corrigan et al., 2007). At the same time, from a developmental 
perspective, adolescents have less information and more tentatively formed attitudes about 
people with mental illness than adults (Corrigan et al., 2005), which also makes this population 
particularly conducive to stigma change. The stigma process can be disrupted in this period 
before it forms more fully. 
Adolescent Development and the Stigma Complex 
In sum, the topics of adolescent mental health and stigma are intertwined with 
development. In regard to the relationship between youth development and specific stigma 
dimensions, traditional prejudice and its components likely coincide with increased cognitive 
capacities and life experiences. As adolescents age, they are gradually exposed to more 
knowledge, and become better able to hold various viewpoints and think in multiple dimensions 
(Chandra & Minkovitz, 2007; Kuhn, 2009). The development of negative affect and social 
distancing may coincide with moral development, emotional development, and the increasing 
importance of peer groups and image management (social-cognitive development). For example, 
the solidification of fairness and equality concepts, in combination with group identity concerns 
and reasons for social exclusion (e.g., believing the group will not function well if a stigmatized 
person is allowed in), may dictate the emotional reaction and subsequent behavior adolescents 
endorse (Rutland & Killen, 2015). Similar processes affect treatment carryover and disclosure 
carryover dimensions. As Wahl and colleagues (2012) aptly note of adolescence: “At an age 
when peer approval and inclusion are especially important and when many serious mental health 





with classmates with negative and rejecting views” (p. 654). Developmental theories such as 
Erikson’s (1968) stages of psychosocial development (i.e., identity conflicts in adolescence) and 
Bronfrenbrenner’s (1979) bioecological model (i.e., micro-, meso-, exo- and macro-systems) 
underscore the effects of peers and influential adults (Chandra & Minkovitz, 2007; Pinto-Foltz et 
al., 2011). Further, adolescents’ developing autonomy and increased reliance on peers for advice 
may play key roles in terms of help-seeking and peer support outcomes (Chandra & Minkovitz, 
2007; Hinshaw, 2005). It is thus important that the peer group, as a whole, learns positive 
attitudes toward mental health. An understanding of these concepts and theories helps to explain 
the bidirectional influences between adolescent developments and surrounding environmental 
contexts. Given that young males consistently endorse greater stigma than young females, and 
appear to be less receptive to stigma reduction programming (Koller & Stuart, 2016), gender 
development is also another important developmental factor to focus on. Further research into 
gender role conflict (e.g., stereotypical masculine beliefs about displaying emotion and seeking 
help) should be explored and situated with past scholarship, such as Majors and Billson’s (1993) 
description of the “cool pose” among young men. 
Overall, the importance of incorporating developmental factors into youth stigma 
research is most poignantly demonstrated via researchers’ own words over the past decade: 
Researchers have specifically called for future mental health stigma research with adolescents to 
“directly test the role of cognitive development…[with] an independent measure of the 
construct” (Corrigan et al., 2005, p. 549), and have hypothesized that the “development of 
abstract cognitive processes will be an especially important mediator of stigma” among youth 
(Corrigan et al., 2007, p. 1415). Heary and colleagues (2017) have stated that “interventions that 





of change” are key research priorities for reducing stigma among youth (p. 1). Lastly, Martinez 
and Hinshaw (2016) have contended that, “At present, the field is ripe for developmentally 
oriented investigators to probe both basic and applied questions about the origins, and 
manifestations, of stigma in children and adolescents” (p. 1028). Despite these calls, empirical 
considerations of developmental factors in adolescent mental health stigma research and 
intervention remains scarce. A natural place to start appears to be with identity-related concepts, 
such as self-concept, given its connection to self-stigma and treatment carryover stigmas—the 
largest stigma barriers to help-seeking among adolescents. 
A Focus on Adolescent Identity 
The possibility of having symptoms of mental illness during adolescence is a particularly 
germane adolescent issue in light of self-concept and identity development. During adolescence, 
self-concept is an essential part of identity development that includes identifications with traits, 
attributes, roles, values, and personal goals (Campbell et al., 1996). Self-concept clarity refers to 
how well-defined, stable, and internally consistent one’s self-beliefs are (Crone & Fuligni, 2019). 
Self-concept clarity predicts identity development (Schwartz et al., 2012) and gradually becomes 
more stable over the course of adolescence (Meeus, 2011) 
Due to prerequisite cognitive and emotional developments, Erikson (1968) has contended 
that adolescence is a period of identity development during which youth may face a “crisis” and 
are trying to consolidate aspects of themselves into a coherent character for the first time. 
Successful transition into adulthood has been described as the coalescing of these aspects of 
identity (Erikson, 1968; Marcia, 1966) and achieving a sense of self-concept clarity (Campbell et 





largely contingent on interactions with others and reactions from significant others in the 
adolescents’ life (Erikson, 1968).   
Basic social psychology research has demonstrated that one’s identity and self-concept 
are tied to group memberships, and that individuals derive belongingness and a sense of self-
worth from such memberships (e.g., social identity theory; Tajfel & Turner, 1986). Stigma often 
leads to feelings of shame and embarrassment, and some of the earliest stigma researchers have 
conceptualized mental illness labels as producing a “spoiled identity” (Goffman, 1963, p. 3) and 
requiring the management of “identity threat” (Major & O’Brien, 2005, p. 397). Stigma can pose 
a major threat to one’s identity, due to membership in a devalued social group or category (see 
Hinshaw, 2005; Major & O’Brien, 2005), however, research on stigma and identity among 
adolescents is largely absent (Corrigan & Watson, 2007). Merging adolescent identity and stigma 
research may be an important endeavor, since adolescents may feel a particular dissonance 
between their preferred self and social identities and mental illness stereotypes. Self-stigma, 
which is conceptually and empirically related to self-concept and identity formation (Corrigan, 
Larson, & Rüsch, 2009; Lysaker, Roe, & Yanos, 2007), remains one of the largest stigma-related 
barriers to help-seeking among adolescents and young adults. Clearly, adolescence is a time of 
increased peer influences and social concerns (Steinberg & Monahan, 2007), as well as a key 
period of self-concept and identity formation (Erikson, 1968; Kroger, 2004). Many adolescents 
are figuring out who they are and already perceive an “imaginary audience” around them (belief 
that others are as concerned with one’s personal thoughts and behaviors as one personally is) 
(Kissel, 1975) and a heightened self-consciousness (Bird, Evans, Waite, Loe, & Freeman, 2019). 
It is plausible that a stronger sense of self concept and identity can serve as a protective factor to 





Racial and Ethnic Identity 
In a similar vein, Clement and colleagues (2015) have identified ethnic minority status as 
an important moderating variable to be explored in future stigma research. Syed, Santos, Yoo, 
and Juang (2018) have also highlighted the “invisibility” of racial and ethnic minorities from 
developmental science. A consideration of race and ethnicity, both as a demographic and identity 
variable, is often absent from adolescent stigma research. In Salerno’s (2016) review of stigma 
reduction programs, it was found that approximately half of the programs did not collect basic 
information on sample race/ethnicity. In a systematic review of child and adolescent mental 
illness stigma, Kaushik, Kostaki, and Kyriakopoulos (2016) reported similar problems with 
making conclusions about race/ethnicity stigma differences due to the poor reporting quality of 
prior studies. In Gronholm and colleagues’ (2018) systematic review on the impact of stigma 
toward school-based mental health programs, only one of the seven studies (14%) reviewed 
included information on race/ethnicity.  
In regard to racial and ethnic identity development, Cauce and colleagues (2002) have 
outlined specific cultural and contextual factors that affect ethnic minority adolescents’ help-
seeking (e.g., perceived need, perceived voluntariness of treatment, type of service selected). 
Other researchers have noted the potential for a “double stigma” (i.e., contending with 
discrimination from race/ethnicity and mental illness group identifications; Gary, 2005). Thus, it 
is imperative for future research to recruit diverse samples, employ relevant outcome measures 
when able, and make theoretically informed hypotheses about racial and ethnic differences in 
stigma outcomes and intersections with perceived discrimination (racism and mental health 






Identity and Mental Health Stigma  
While studies with adults have shown a relationship between self-esteem, a component of 
identity, and mental health stigma (e.g., self-stigma, Livingston & Boyd, 2010), few youth 
studies have assessed the relationship between adolescent developmental factors (such as 
identity) and mental health stigma. In one of the first studies on this topic, Hartman and 
colleagues (2013) found that high school students with low self-esteem were significantly more 
likely to self-stigmatize about mental health help-seeking (using the SSOSH). Younger 
adolescents and less contact with mental illness also predicted self-stigma in this study (Hartman 
et al. 2013). In another non-clinical sample, Zhao and colleagues (2015) surveyed Canadian high 
school students and found that self-esteem was significantly negatively correlated with self-
stigma (SSOSH). Using a clinical sample, Moses (2009) found that lower self-esteem among 
adolescents was significantly associated with both perceived and self-stigma, but found mixed 
findings related to a broad self-concept measure. Intersectional aspects of youth identity have 
also been explored in relation to mental health stigma. In regard to race and ethnicity, some 
researchers have found that ethnic identity (e.g., “I have a strong sense of belonging to my own 
ethnic group”) is protective against some aspects of stigma, such as self-stigma for seeking help 
(for African-American college students, Cheng et al., 2013), but is related to more stigma in 
other dimensions, such as less favorable attitudes toward help-seeking (for Asian-American 
college students, Tummala-Narra et al., 2018). Other researchers have also found mixed findings 
in regard to young adult ethnic identity and help-seeking (Williams, Duque, Wetterneck, 
Chapman, & DeLapp, 2018), and more research is needed to elucidate the relationship between 





behaviors and intersect with self-concept, and a recent study further highlights the importance of 
uncovering these relationships: In a nationally representative Irish youth sample, using a 
longitudinal design, Healy and colleagues (2019) found that low self-concept at age 9 predicted 
the endorsement of psychotic experiences at age 13, but that improvement in self-concept (e.g., 
“I like being the way I am”) over time reduced the likelihood of psychotic experiences.  
Theory-Informed Stigma Reduction Programs for Adolescents 
In the process of developing standardized programs for adolescent stigma reduction and 
testing key ingredients, such programs should also be theoretically-informed in regard to 
adolescent development. The majority of stigma reduction programs in the US have been guided 
by intergroup contact theory (or the “contact hypothesis”; Allport, 1954) a theory with 
considerable grounding in mental health stigma reduction research (Corrigan et al., 2012), and a 
theory that is increasingly being applied to adolescent mental health stigma research (Chen et al., 
2016; Rutland & Killen, 2015). Gordon Allport (1954) first put forth the idea that intergroup 
contact could reduce tension between social groups, via anxiety reduction and increased empathy 
(Pettigrew & Tropp, 2008), assuming that optimal conditions were met (e.g., the contact would 
be based on working toward common goals and sanctioned by authorities).  
A large meta-analysis on contact theory (Pettigrew & Tropp, 2006) supported a revision 
of Allport’s (1954) original conceptualization, demonstrating that intergroup contact can reliably 
reduce stigma toward a number of marginalized groups in society, including gay and lesbian 
individuals, the elderly, and persons with mental illness. Over 90% of the 713 samples analyzed 
(94%) showed an inverse relationship between contact and stigma, though only 19% fit all of 





powerful force than Allport initially believed. Contact for adolescents has shown similar or more 
positive effects when compared to contact for adults (Pettigrew & Tropp, 2006), and early 
contact has been shown to predict the development of attitudes in adolescence (Wölfer, Schmid, 
Hewstone, & van Zalk, 2016), highlighting the developmental importance of contact for this 
group. Researchers have argued that future research must take a developmental intergroup 
approach to studying adolescent mental health stigma, which is grounded in intergroup contact 
theory and cognitive developmental theory (see Heary, Hennessy, & Swords, 2014). Other 
researchers have argued that adolescent interventions, broadly speaking, must align with 
adolescents’ desires to feel respected and maintain status (Yeager, Dahl, & Dweck, 2018). 
Program model. One recent group of researchers (Chen et al., 2016) evaluated 18 
contact-based stigma reduction programs in Canadian high schools in order to determine the 
critical ingredients of mental health contact for adolescents. After interviews with key informants 
and stakeholders, Chen and colleagues (2016) determined that successful programs for youth 
should meet three fidelity criteria/domains: 1) use only speakers who are in recovery and who 
have been trained to deliver the program [domain: speakers]; 2) include content related to 
hopeful recovery messages, challenging myths and misperceptions, and connect students to 
mental health resources [domain: message]; and 3) anticipate interactions with adolescent 
audiences, try to connect with youth culture (e.g., use of social media, having a younger 
presenter), and empower students to access resources and be advocates [domain: interaction]. 
Greater stigma outcomes (less stereotypes, more social acceptance) were found in programs with 
higher fidelity, based on these domains (Chen et al., 2016). 
Conceptual model. To date, only two conceptual models of adolescent mental health 





structure and outcome measurement (Newcomb-Anjo, 2018; Pinto-Foltz & Logsdon, 2009), 
though Chen and colleagues (2016) also noted ongoing work in this area and a recent systematic 
review evaluated the use of help-seeking measures with adolescents (Divin, Harper, Curran, 
Corry, & Leavey, 2018). Conceptual models can enhance evaluations of adolescent stigma 
reduction programs by yielding causal explanations and guiding future programs (Pinto-Foltz & 
Logsdon, 2009). Using NAMI’s contact interventions as a framework (which were atheoretically 
designed), Pinto-Foltz and Logsdon (2009) proposed three model constructs to effectively reduce 
stigma—learning, persuasion, and stage of development—and concurrent empirical indicators to 
measure outcomes. For example, dual coding learning theory (i.e., learning through seeing and 
hearing) is believed to be relevant to youth stigma reduction programs, because both visual and 
auditory information have been found effective for information recall in adolescents (this 
construct is thought to be related to knowledge outcomes). Within Newcomb-Anjo’s (2018) 
developmentally-informed recommendations for school-based mental health (depression) 
literacy programs, she also advocates for presenting information in a novel and visually 
appealing way, given adolescents’ tendency toward sensation seeking. Second, Pinto-Foltz and 
Logsdon (2009) suggest that narrative paradigm theory (i.e., how individuals understand and 
retrieve competing stories to construct an account of history) is relevant to adolescent stigma 
reduction programming, via the humanization and legitimization of mental illness and recovery 
for adolescents (this is theorized to decrease public stigma, increase help-seeking outcomes, and 
decrease self-stigma). Newcomb-Anjo (2018) similarly suggests normalizing mental health 
concerns and using internal intervention providers (e.g., teachers), from the perspectives of self-
concept development and contextual influences, respectively. Lastly, Pinto-Foltz and Logsdon 





being able to think more systematically, logically, abstractly, and link prior experiences together, 
compared to children), is related to stigma reduction programming via the interaction between 
developmentally-appropriate presentations and adolescents’ stage of development and 
experience (this is theorized to be related to covariates of age and prior contact) (Pinto-Foltz & 
Logsdon, 2009).  It is plausible that this last construct also extends to adolescent development 
constructs, such as identity formation. Newcomb-Anjo (2018) additionally suggests a focus on 
developing programming with affect-driven decision-making in mind (e.g., having consistent 
and regular sessions to reduce reliance on affect-driven heuristics), as well as peer influences and 
autonomy concerns. Future research is needed to test and refine these models (Beadnell, 2007; 






Chapter 7: Objectives of the Current Study 
 This study is focused on the multidimensionality of adolescent mental health stigma and 
can be summarized in two broad aims: The first aim is to evaluate the cross-sectional association 
between self-concept and dimensions of stigma, namely self-stigma. The second aim is to 
evaluate the longitudinal (two-months) effects of a youth stigma reduction program. Within this 
second aim, the effectiveness of the intervention will be explored broadly (how it impacted 
students overall over time) and specifically (differences in impact by race/ethnicity, age, gender, 
prior contact, level of self-concept development).  
Few published studies have explored the long-term effects of stigma reduction programs, 
and studies that have assessed multiple time points often employ a limited range of stigma 
measures (e.g., Pinto-Foltz et al., 2011). Moreover, only one study (Hartman et al., 2013) to date 
has used a measure of adolescent development in the assessment of a stigma reduction program. 
The evaluation of multiple variables (including the multiple dimensions of stigma) and the 
evaluation of stigma reduction programs over time has direct implications for policy and 
program implementation. This study also used a non-blinded, randomized cluster design 
(including an active control group), reliable and valid adolescent stigma measures, and was 
connected to a national program in order to guide theory and identify active ingredients. In sum, 
achieving these objectives would add merit to this body of literature by answering important 
questions about the stigma process among high-school aged adolescents, as well as the potential 
effectiveness of a nationally supported stigma reduction program for this age group. 
Hypotheses  
 Hypothesis 1. Self-concept clarity (one aspect of identity) will be negatively correlated 





further to see if it remains a predictor of self-stigma while controlling for other known predictors 
of stigma (mental health knowledge, perceived stigma, age/grade level, gender, race/ethnicity, 
prior contact). No specific hypotheses are made in regard to help-seeking intentions. 
 Hypothesis 2. Participants in the intervention group will show significant improvements 
in mental health knowledge, negative stereotypes, intended social distancing, negative emotional 
responses (affect), help-seeking attitudes, anticipated stigma, disclosure worry, and self-stigma, 
from Time 1 (baseline) to Time 2 (immediate follow-up after program). These improvements 
will remain significant at Time 3 (4-week follow-up) and Time 4 (8-week follow-up). Effects are 
expected to be stronger at Time 2 and for primary outcome variables (i.e., mental health 
knowledge, negative stereotypes, intended social distancing, negative affect, help-seeking 
attitudes) than secondary outcome variables (i.e., anticipated stigma, disclosure worry, self-
stigma). Female participants, participants with prior mental health contact and more mental 
health knowledge, and European-American (or White) participants will be related to less stigma 
during follow-ups. Lower self-concept clarity will predict higher self-stigma during follow-ups. 
No specific hypotheses are made in regard to grade level or age on stigma variables at follow-








Chapter 8: Research Design and Methods 
Participants 
232 NYC public high school students, from fourteen separate “advisory classes” at one 
high school, were approached to take part in the study (see Figure 1). All teachers allowed their 
classes to take part in the full study. Each class enrolled 15-18 students. There was one 9th grade 
class, six 10th grade classes, five 11th grade classes, and two 12th grade classes involved in the 
study. Using a passive parent/guardian consent approach, 208 students assented to take part in 
the study (90%). Out of these 208 students, two students returned opt out forms from 
parents/guardians, resulting in a study sample size of 206 students who both assented and did not 
return an opt out form. An additional student who did not initially assent also returned an opt out 
form; in sum, 26 students were excluded, including 22 students who declined to participate, three 
students who returned opt out forms, and one student who was absent for the first two class 
visits. 
Procedure  
Several high schools in New York City (NYC) were offered the opportunity to participate 
in this cluster randomized controlled trial (RCT) study. Schools were selected in a non-random 
fashion, either via personal connection or recommendation by NAMI. Some schools were unable 
to participate due to space and time constraints during the school day; other schools did not 
respond to requests. One public high school agreed to have students participate in the study 
during students’ “advisory” classes (or, “advisories”), which are small classes focused on 
building individual relationships between teachers and students and supporting student success. 
There is wide variability in how advisory classes are structured, ranging from casual and loosely 





be a balance between structured activities and unstructured time for other activities (such as this 
study), with a particular focus on helping students develop skills for personal and social 
responsibility. It was deemed by the participating high school that the current research project 
would fit well with the theme of this school’s advisory classes. All high school students in this 
school were enrolled in advisory classes, which met three times per week for 45 minutes each 
day. This study was open to all students in Grade 9-12.  
Institutional Board Review (IRB) approval was received from the City University of New 
York (CUNY) and the NYC Department of Education (DOE) to conduct this study. Adolescents 
who wanted to participate in the study were told a description of the study (broadly, without 
giving away the exact aims), given an assent form or consent form (if age 18 or older), and given 
a parental/guardian passive consent/opt out form (approved by the DOE, due to minimal risk 
involved in this study). The NYC DOE also stipulated that students age 18 or older also needed 
to be given a parent/guardian opt out form. Inclusion criteria included (1) being a NYC high 
school student and (2) speaking English well enough to complete the questionnaire. Students 
were also notified that a parent/guardian form could be provided in their parents’/guardians’ 
native language if needed. Students who declined to participate or whose parent/guardian 
completed an opt-out form were permitted by their teachers to complete other work and/or leave 
the classroom during the study (e.g., go to a study hall or library). 
Ending the Silence 
The National Alliance on Mental Illness-NYC (NAMI-NYC) provided ETS speakers (the 
same two speakers for all classes) and program materials for in-class presentations (e.g., 
PowerPoint slides, audio-visuals, handouts). One speaker was an African-American, middle-





European-American woman in her twenties who had lived experience with depression and an 
eating disorder. Both speakers were experienced and had given presentations for several years. In 
terms of fidelity, ETS speakers become certified by attending and graduating an intensive one 
day training; prospective speakers must first apply and go through a screening process to 
determine whether the opportunity is good personal fit (NAMI, 2014). ETS speakers are also 
frequently observed by NAMI staff and receive supervision and feedback based on staff 
observations and survey responses. ETS presenters begin the presentation by introducing 
themselves. Students then learn where their local NAMI is located and what types of services 
and programs NAMI provides. Then, the presenters begin their PowerPoint presentation on the 
aforementioned topics (e.g., early mental health warning signs, facts about youth mental health, 
stigma and its consequences, and how to provide peer support and access mental health services). 
Presenters encourage discussion throughout the presentation and respond to students’ questions 
and comments. The PowerPoint presentation is complemented by presenters’ personal stories, as 
well as short video clips on adolescent mental health. For the current study, ETS presentations 
were shortened to account for the constraints of the school’s 45 minute periods and the study’s 
pre- and post-test evaluations. Typically, presentations lasted 35-40 minutes in this study, with 
half of the presentation dedicated to psychoeducation and half dedicated to a personal story from 
someone with lived experience. In regard to deviations from the standard ETS 50-minute 
program, the presenters in this study summarized some educational points/slides, omitted an 
educational video, and made the in-person story more concise. Efforts were made to balance the 
amount of education and contact, and to still have time for students to discuss the program. 





The project was framed as a study of “presentations in psychology,” and the control 
group received a presentation of parallel length on "careers in psychology" (adapted from Wood 
& Wahl, 2006, p. 48). This presentation was unrelated to stigma, and included a series of videos 
from the American Psychological Association and facts on psychology careers, followed by a 
discussion lead by the principal investigator (one control group presentation was given by a 
trained research assistant, due to scheduling conflicts). Since participants in both groups 
(intervention and control) completed the same questionnaires, steps were taken to minimize 
confusion for control group participants completing seemingly unrelated questionnaire measures. 
As per Wood and Wahl's (2006) design, in order to reduce the overt demand for changed 
responding and minimize potential confusion for control participants being asked to complete 
measures seemingly unrelated to their presentation about psychology careers, students were 
informed that they were being asked to participate in two major tasks: First, they were told that 
they were serving as audience members for a presentation on a psychology-related topic. Second, 
they were told that they were completing some questionnaires that are being pilot tested (i.e., 
"Some of the questionnaires you will complete are being pilot tested among adolescents and thus 
may not be directly relevant to the presentation you receive"), thereby framing the completion of 
instruments and the presentation as separate components. The true methodological connection 
between these components, however, were shared as part of the debriefing. 
Randomization 
This study followed the guidelines of the Consolidated Standards of Reporting Trials 
(CONSORT) for cluster randomized trials (Campbell, Piaggio, Elbourne, & Altman, 2012). In 
order to minimize imbalance across intervention and control groups, blocks were first stratified 





rows were created (separated into two stratified blocks of seven rows), each listing a randomized 
condition assignment (intervention or control) and a sequence of dates for the five study visits. 
The order of condition assignments in each block was generated by a computer algorithm. 
(www.randomizer.org). As teachers responded to an online survey about availability, their 
classes were put into the first available slot of these stratified blocks. Research assistants could 
not be blinded to study condition, since they observed class presentations in order to administer 
questionnaires efficiently. Additionally, in order to obtain “buy in” for the study to take place at 
this high school, teachers and staff were also notified about the study and its conditions 
(including the opportunity at the end of the study for control classes to receive the intervention). 
However, teachers were explicitly informed to not share this study information with their 
students until the end of the study.  
Timeline 
This study was completed between September 2017 and February 2018. A minimum of 
five visits were made to each class involved in the study. The first visit involved a description of 
the study, including the assent and parent/guardian opt out process. The next visit occurred 2-2.5 
weeks later. During this second visit, researchers collected remaining student assents and any opt 
out forms, and then handed out the paper pre-test for completion. Two to three weeks later, 
during the third visit, classes received either the intervention or control group presentation and 
completed a paper post-test survey at the end of the presentation. Approximately one month 
later, during a fourth visit, students completed a second post-test survey. Then, approximately 
one more month later (two months after the presentation), during a fifth visit, students completed 
a third post-test survey (four surveys in total, including the baseline). After data collection was 





classes were interested and received an in-class presentation, as well as paper debriefing forms. 
The remaining classes received only paper debriefing forms. Lastly, all control group classes 
were offered the ETS presentation after the final post-test. Four out of seven control classes were 
interested and received the ETS presentation. 
 In regard to data collection, five research assistants (one undergraduate student and four 
graduate students) assisted with this project. The research assistants’ responsibilities included 
providing an overview of the study, obtaining student assent, explaining parental/guardian opt-
out, administering questionnaires (e.g., and noting start and end times on the questionnaire), and 
answering students’ questions about the study. The research assistants were trained prior to the 
study. 
Questionnaires 
Study participants completed questionnaires at four time points – baseline (Time 1), 
immediate post-test (Time 2), four-week follow-up (Time 3), and eight-week follow-up (Time 
4).  A pilot study was conducted (DeLuca et al., 2016) to determine survey length, identify issues 
with survey implementation, and determine appropriateness of items. The spacing out of Time 1 
and Time 2 was designed to prevent any validity threats related to serial administration and to 
reduce the burden of completing two questionnaires and watching a presentation in one sitting. 
Questionnaires were also counterbalanced; four identical versions of the questionnaires were 
created (versions A, B, C, D), with measures randomly ordered, to control for order effects. 
intervention and control group students completed identical questionnaires, except for Time 2 
when intervention group students were asked about prior NAMI or ETS knowledge. All 
participants’ answers were kept confidential by keeping information obtained in locked file 





questionnaire; instead, all participants received an arbitrary ID number, based on their birthdate 
and initials (supplied on a cover page separate of measures), in order to link their questionnaires. 
Once questionnaires were linked, cover pages were removed from the questionnaires, thus only 
leaving an ID number on the questionnaires. A list linking participants’ initials and birthdates to 
corresponding IDs were kept separate from the physical questionnaires and assents.  
Measures: Primary Outcome Variables 
Negative stereotypes.  The Attitudes about Mental Illness and Its Treatment Scale 
(AMIS; Kobau et al., 2010) was used to assess negative stereotypes and prejudice generally 
toward persons with mental health problems. A 19-member panel comprising US mental health 
experts from national organizations, academic partners, mental health consumers, and experts in 
stigma and psychometric theory took part in developing this measure. Consensus was reached 
through a content validity exercise and an iterative process (Kobau et al., 2010). The AMIS 
comprises a total scale (11-items) and two subscales: AMIS 1 (5-items about negative 
stereotypes) and AMIS 2 (5-items regarding attitudes toward recovery) (one item did not load on 
either subscale in the validation study), which include items such as “I believe a person with 
mental illness is a danger to others” and “I believe a person with mental illness can eventually 
recover,” respectively. The AMIS was validated using stratified age groups with a generally 
representative sample of the US population, including a subgroup of older adolescents, and has 
demonstrated acceptable internal consistency. A 7-item AMIS scale was used in this study, 
comprised of stereotype and recovery items, based on prior factor analyses (Kobau et al., 2010). 
The 4-item Categorical Thinking subscale of the Attitudes Toward Serious Mental Illness-
Adolescent Version (ATSMI-AV) was also used to further assess stereotypes. This subscale 





have found that students without prior contact, male students, and younger students (non-
significant trend for grade level) tend to endorse more stigma on this scale. The ATSMI-AV was 
developed and validated with a sample of US high school students in Illinois. The AMIS and 
ATSMI-AV were coded so that higher scores indicated higher levels of stigma. A square root 
transformation was computed for the ATSMI-AV scale at Time 1 and Time 3, due to the 
positively skewed distribution of scores. A logarithm transformation was computed for ATSMI-
AV at Time 2. Internal consistency for the AMIS was poor (Cronbach’s Alpha = 0.52 at Time 1). 
Internal consistency for the ATSMI-AV scale was questionable (Cronbach’s Alpha = 0.68 at 
Time 1). 
Intended social distance. The Reported and Intended Behavior Scale (RIBS; Evans-
Lacko et al., 2011) was used to assess intended social distancing behaviors. Several items from 
the Star Social Distance scale were adapted for use in this measure. Mental health consumers and 
international experts in the field of stigma research determined a high level of consensus validity 
and comprehensibility for this measure. The RIBS includes questions related to future 
interactions with individuals who have mental health problems, such as, “In the future, I would 
be willing to work with someone with a mental health problem.” This 4-item measure is rated on 
a 5-point scale (1 = agree strongly, 5 = disagree strongly). The RIBS has been successfully used 
to assess adolescent stigma reduction programs (e.g., Chisholm et al., 2016), and has 
demonstrated good internal consistency and test-retest reliability in UK adult samples (Evans-
Lacko et al., 2011). The RIBS was coded so that higher scores indicated higher levels of stigma. 
A square root transformation was computed for the RIBS scale at Time 1, due to the positively 





2, 3, and 4. Internal consistency for the RIBS was acceptable (Cronbach’s Alpha = 0.79 at Time 
1).   
Knowledge. The Mental Health Knowledge Schedule (MAKS; Evans-Lacko et al., 2010) 
was used to measure stigma-related mental health knowledge. The MAKS is a 12-item measure 
using a 5-point Likert scale. The MAKS was developed based on literature review and expert 
consultation (including stigma researchers and mental health consumers). The first half of the 
scale (six items) includes items such as, “Psychotherapy (e.g., counseling or talking therapy) can 
be an effective treatment for people with mental health problems.” The second half of the scale 
asks participants if they think certain conditions are a type of mental illness (i.e., depression, 
stress, schizophrenia, bipolar disorder, drug addiction, grief); these data are reported 
descriptively. The MAKS is meant to be used in conjunction with attitude and behavior-related 
measures when assessing stigma reduction programs. The MAKS has also been used 
successfully in adolescent stigma reduction programs (e.g., Chisholm et al., 2016), and has 
demonstrated moderate to substantial test-retest reliability and internal consistency (Evans-Lacko 
et al., 2010). Given the relationship between knowledge and other dimensions of stigma (e.g., 
Dolphin & Hennessy, 2016; Pinto-Foltz et al., 2011), the MAKS will also be used as a covariate 
during some data analyses (see below). The MAKS was coded so that higher scores indicated 
higher levels of knowledge. Internal consistency for the MAKS was poor (Cronbach’s Alpha = 
0.27 at Time 1).   
 Negative affect. The revised Attribution Questionnaire (r-AQ; Pinto, Hickman, Logsdon, 
& Burant, 2012; Watson et al., 2004), a 5-item measure using a 7-point Likert scale developed 
specifically for adolescents, was used to measure emotional responses toward a hypothetical 





class who just came from another school. You have heard that this student has a mental illness.” 
Sample items included, “I am scared of the new student” and “The new student makes me 
angry.” The r-AQ was initially adapted from an adult attribution questionnaire and has most 
recently been validated among a longitudinal sample of high school-aged adolescents in a 
southern, urban area of the US. Pinto and colleagues (2012) conducted a factor analysis and 
identified five items from original attribution measures that loaded on negative affect for high 
school students. This new scale has demonstrated acceptable internal consistency, although the 
validation study only included adolescent females who were predominantly European-American 
or White (Pinto et al., 2012). The r-AQ was coded so that higher scores indicated higher levels of 
stigma. A logarithm transformation was computed for the r-AQ at all time points, due to 
positively skewed scores. Internal consistency for the r-AQ was acceptable (Cronbach’s Alpha = 
0.71 at Time 1). 
 Help-seeking intentions. The Intentions to Seek Counseling Inventory (ISCI; Cash, 
Begley, McCown, & Weise, 1975) was used to measure mental health help-seeking intentions. 
The ISCI, a 10-item measure on a 4-point Likert scale, consists of common problems that 
adolescents and young adults may seek counseling for (e.g., relationship difficulties, depression, 
concerns about sexuality), and asks participants how likely they would be to seek counseling for 
such problem. The ISCI was developed among and validated with older adolescents and young 
adults in Virginia, US, and has demonstrated good to excellent internal consistency in other 
adolescent samples worldwide (e.g., Shechtman, Vogel, Strass, & Heath, 2016). A short measure 
related to peer support intentions was also used in this study. Two items from a previous 
adolescent stigma reduction study in Northern California, US, (Wong et al., 2015) were used to 





friends was having a mental health problem, I would tell an adult” and “If one of my friends was 
having a mental health problem, I would provide emotional support, like listening to or helping 
to calm him or her.” The ISCI and Peer Support scales were coded so that higher scores indicated 
higher willingness to seek help and higher perceived ability to support a friend, respectively. A 
square root transformation was computed for the ISCI scales at Time 1, 2, 3, and 4 due to the 
positively skewed distribution of scores. A reflect and logarithm transformation was computed 
for the Peer Support scales at Time 1, 2, 3, and 4 due to the negatively skewed distribution of 
scores. After this reflection, the peer scale was now coded so that higher scores indicated lower 
perceived ability to support a friend (this only applied to initial cross-sectional analyses). Internal 
consistency for the ISCI was good (Cronbach’s Alpha = 0.88 at Time 1). Internal consistency for 
the Peer Support scale was unacceptable (Cronbach’s Alpha = 0.25 at Time 1).   
Measures: Secondary Outcome Variables 
 Anticipated stigma. The Perceptions of Stigmatization by Others for Seeking Help scale 
(PSOSH; Vogel, Wade, & Ascheman, 2009) assesses the perceived stigma persons anticipate 
from those they interact with. PSOSH items ask respondents if others in their life (e.g., peers, 
friends, family) would “react negatively” or “think bad things” about them, for example, if they 
sought counseling. The PSOSH is a 5-item scale on a 5-point Likert scale. It was developed with 
older adolescents/young adults in the midwestern US, and has demonstrated excellent internal 
consistency in the US (Vogel et al., 2009) and worldwide (Vogel et al., 2019). The PSOSH scale 
has also demonstrated concurrent validity and high test-retest reliability. The PSOSH was coded 
so that higher scores indicated higher perceptions of stigma. A logarithm transformation was 
computed for the PSOSH scales at Time 1, 2, 3, and 4 due to the positively skewed distribution 





 Self-stigma. The Self-Stigma of Seeking Help scale (SSOSH; Vogel, Wade, & Haake, 
2006) is a 10-item scale consisting of items related to feelings of inadequacy and inferiority for 
seeking mental health treatment. Overall, SSOSH assesses threats to one’s self-evaluation due to 
seeking help, such as, “I would feel inadequate if I went to a therapist for psychological help” 
and “It would make me feel inferior to ask a therapist for help.” The SSOSH was developed with 
older adolescents/young adults in the midwestern US, and has demonstrated excellent internal 
consistency in the US (Vogel et al., 2006) and worldwide (Vogel et al., 2013b). The SSOSH 
scale has also demonstrated concurrent validity and high test-retest reliability. The SSOSH was 
coded so that higher scores indicated higher levels of self-stigma. Internal consistency for the 
SSOSH was good (Cronbach’s Alpha = 0.82 at Time 1). 
 Disclosure worries. The Disclosure Expectations Scale (DES; Vogel & Wester, 2003) 
was used to directly assess disclosure concerns and worries about confidentiality in regard to 
mental health services. The DES includes eight questions using a 5-point Likert scale about the 
anticipated utility and risk of disclosing personal information to a counselor. Items include “How 
risky would it feel to disclose your hidden feelings to a counselor?” and “How likely would you 
get a useful response if you disclosed an emotional problem you were struggling with to a 
counselor?”. The DES comprises two subscales of four items each – Anticipated Risks (DES-
AR) and Anticipated Benefits (DES-AB). The DES has been tested and validated with older 
adolescents/young adults in the midwestern US, and has demonstrated concurrent validity and 
good internal consistency in the US (Vogel & Wester, 2003; Vogel et al., 2006) and worldwide 
(Heath, Vogel, & Al-Darmaki, 2016). Both subscales were coded so that higher scores indicated 





subscales (DES-AR Cronbach’s Alpha = 0.78 at Time 1; DES-AB Cronbach’s Alpha = 0.79 at 
Time 1). 
Measures: Predictor Variables 
 Identity development. Identity development was measured via the Self-Concept Clarity 
Scale (SCCS; Campbell et al., 1996), which assesses the consistency and stability of adolescents’ 
self-beliefs. The SCCS is a 12-item scale, measured using a 5-item Likert scale.. An example of 
an item includes, “In general, I have a clear sense of who I am and what I am.” The SCCS was 
developed and validated with primarily older adolescents/young adults in Canada, and has 
demonstrated good internal consistency in the US and Canada with diverse samples (Campbell et 
al., 1996; Cicero & Cohn, 2018), including high school students (Suldo et al., 2016). The SCCS 
has also shown good test-retest reliability over several weeks (Campbell et al., 1996), and will 
only be measured at Time 1 in the current study, as (1) the intervention is not expected to affect 
this variable and (2) completing this variable at each time point may put unnecessary burden on 
participants as they complete the questionnaire. The SCCS was coded so that higher scores 
indicated a stronger, more cohesive self-concept. Internal consistency for the SCCS was good 
(Cronbach’s Alpha = 0.86 at Time 1). 
 Covariates. In addition to group assignment (control or intervention), several other 
covariates were evaluated in this study. Prior familiarity with NAMI and/or ETS was assessed 
for the intervention group at Time 2 via two questions (“Prior to this presentation, were you 
aware of the National Alliance on Mental Illness (NAMI)”? and “Have you seen an Ending the 
Silence (ETS) presentation from NAMI before today?”). Other covariates included 





have a family member who is diagnosed with a mental health problem?” and “Do you have a 
close friend who is diagnosed with a mental health problem?”). (The NYC DOE did not allow 
researchers to ask student participants about their personal mental health histories). As discussed, 
a measure of mental health knowledge (MAKS) was also used as a covariate during some data 
analyses. 
Qualitative Assessment 
At Time 3, participants in both groups were asked to respond to two open-ended 
questions: “What did you like best about the presentation?” and “What is one suggestion you 
have for making this presentation better?” These questions are similar to those included in 
NAMI’s usual satisfaction survey for ETS.  
Quantitative Data Analysis 
 For the initial quantitative analyses, based on an expectation of a moderate effect size for 
the AMIS scale and other scales, an alpha level of .05, and a power level of .8, it was determined 
through a power analysis program (Faul, Erdfelder, Lang, & Buchner, 2007) that a sample size 
of 200 participants would be needed. First, descriptive analyses were conducted to provide 
sample characteristics of participants and to explore potential baseline differences between 
intervention and control group participants (using χ2 analyses or t-tests). Then, baseline analyses 
(using bivariate correlation and multiple regression) were completed to evaluate the first aim of 
this study: the cross-sectional association between self-concept and dimensions of stigma, 
namely self-stigma and intentions to seek counseling.  
Next, analyses were completed to evaluate the second aim of this study: the longitudinal 





the SPSS MIXED procedure (in SPSS v25) was used to investigate main treatment effects and 
group by time interactions (i.e., the influence of randomized group membership on the multiple 
dimensions of stigma over time, controlling for covariates). Mixed effects analyses were an 
appropriate statistical method for this repeated measure design, because these analyses consider 
correlated data (e.g., as would be expected between repeated time points) and unequal variances, 
accommodate for missing data (e.g., maximum likelihood estimates), and allow for the inclusion 
of random effects and fixed effects (West, 2009).  
A power analysis was also specifically conducted for analyses of the clustered data 
(Campbell, Mollison, Steen, Grimshaw, & Eccles, 2000), considering three levels: 1) between-
student differences, 2) within-student differences, and 3) between class differences. Since cluster 
power analysis requires a calculation of intraclass correlation coefficients (ICC), ICCs were 
calculated first. Given that clustered data is not independent and participants within clusters may 
respond similarly, the ICC accounts for potential design effects (i.e., variation in the outcome 
variable by level). The ICC was calculated by using unconditional mean models for each 
outcome to estimate variance at each level (Shek & Ma, 2011). The average ICC in this study 
was 0.039 across outcome measures (range: 0.01 to 0.08), similar to prior, similarly designed 
stigma reduction studies (Chisholm et al., 2016; Winkler et al., 2017). This value means that 
approximately 4% of the variance in outcome measures was due to classroom effects. With this 
ICC and an average cluster size of 15, the power analysis indicated that a sample of 374 would 
be needed to detect moderate effects at an alpha level of .05 and a power level of .8. 
First, intent-to-treat analyses were conducted for all randomized students, regardless of 
“exposure” (as long as one time point was completed). All predictors were included and 





students who were present at Time 2 and completed the questionnaire. Fixed effects included 
randomized group and assessment time. Classroom was included as a random effect. All 
statistical assumptions were checked before running analyses (e.g., normality, multicollinearity) 
and scales were transformed as needed (noted above) for baseline analyses. Post-hoc, 
Bonferroni-adjusted analyses were utilized for multiple comparisons. 
Qualitative Data Analysis 
Three coders (two RAs and the principal investigator) on the research team analyzed the 
text data using a consensual qualitative research framework (CQR; Hill, Thompson, & Nutt 
Williams, 1997; Hill et al., 2005). All coders became trained in the CQR approach before 
starting this process. First, the reviewers independently reviewed the data to develop general 
topic areas, then expanded on each area with a brief summary of the domain and lastly, 
compared and contrasted the categories to identify overlap between categories and the potential 
for merging categories or creating sub-categories. Throughout this process, groups of text were 
placed into categories/domains, reviewed, and re-grouped in subcategories as necessary (e.g., 
Yanos, Barrow, Tsemberis, 2004). Double coding of data was allowed in some cases, but efforts 
were made overall to merge categories and create specific domains (Hill et al., 1997). The coders 
met two times for consensual validation. During these meetings, coders discussed areas of 
agreement and disagreement, and coding differences were resolved. When differences could not 
be resolved, a senior auditor and stigma expert from the research team helped to resolve the 
difference. Following the consensus of all reviewers, categories and subcategories were derived 
and labeled with a name and description. A tabulation of the number of unique respondents 
corresponding to the related category was also provided. 





 To ensure accurate data entry at each time point, a frequency check was conducted in 
order to identify any items outside the realm of a scale (e.g., 13 coded for a 1-5 Likert scale). 
Next, a random 10% of the IDs for each time point was selected to be reviewed by comparing 
the computer data file to the hardcopy questionnaire. If a mistake was found, the entire 
questionnaire for that ID was double-checked and another 10% of the IDs was selected until no 
mistakes were found. Throughout the data entry process, common mistakes and data entry 
procedures were frequently reviewed by the research team. For example, it was found that 
participants who bubbled in responses instead of circling them led to more data entry errors. 
Additionally, participants who circled two answers for an item were scored as missing for that 
item, and ambiguous situations (e.g., eraser marks, comments written in margins) were reviewed 
by the principal investigator and study advisor as needed. 
In regard to other data cleaning procedures, questionnaires were also reviewed for 
students who wrote in unusual responses (e.g., unusual gender identity, or an older age written 
down). While the rates of such “mischievous responding” is quite low (approximately 2% in one 
large study of US high school students; Furlong, Fullchange, & Dowdy, 2016, p. 11), it is 
important to identify obvious mischievous responding to ensure data quality. Only three students 
in the current study wrote unusual responses for gender identity (“helicopter,” “tree”, 
“CDGhealth”); these students were coded as missing for gender. All students wrote in 
appropriate ages that correlated with their birthdates and a high school age range. Questionnaires 
were also reviewed for students who completed the survey extremely quickly (two standard 
deviations below the mean). In all of these flagged cases (e.g., via suspected mischievous 
responding or by completion time), questionnaires were reviewed more closely to determine 





cases were removed from the dataset based on these criteria. The apparent high quality of the 
data may have partly been a function of the in-person nature of the study and the presence of 
research assistants and teachers.  
For students who had missing items on a scale, mean imputation was used when a student 
answered at least one item on the scale. Newman (2014, p. 393) suggests against arbitrary 
completed item cut-offs for multiple imputation (e.g., 50%), since scale lengths differ (2 items to 
12 items in this study) and more, potentially important, student data can be preserved with this 
method. It should be noted that the use of this method (imputing a scale with only one item) only 
occurred once while imputing data (for the four item DES anticipated risks subscale at Time 2). 
However, mean imputation is only relevant to cross-sectional analyses, since longitudinal 
analysis techniques already take missing data into account. For baseline data (Time 1), mean 
imputation was used rarely: It was only used a total of 18 times across cases and for a total of 23 
individual items (which equates to imputing less than .002% of possible responses). Moreover, 
for all items that were imputed, students always had completed at least 50% of the scale (range: 
50%-90% of the scale already completed for these 18 cases). This high response rate and small 
rate of missing data can again be largely attributed to research assistants, who were available in 
classrooms for participants’ questions and who also reviewed questionnaires for missing 
questions and ambiguous answers (e.g., light markings, erased, circled twice) immediately after 
participants completed the questionnaire. Lastly, no particular measure was left 
blank/unanswered significantly more than any other measure, likely due to counterbalancing. 
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Chapter 9: Overview of Results 
 Figure 1 provides an overview of the recruitment, screening, and enrollment process. 
Ninety percent of students (n = 208) who were eligible (n = 232) for the study initially enrolled; 
206 students (89%) participated in the study, after the parent/guardian of two students who 
initially completed assent submitted an opt out form. The average survey completion times were 
15.4 minutes (Time 1), 10.2 minutes (Time 2), 11.7 minutes (Time 3), and 9.3 minutes (Time 4).   
Descriptive statistics and sociodemographic differences by study condition are provided 
in Table 1. The mean age of the sample was 15.41 (SD = .94; range: 13-18) and was similar 
across condition, however there was a significant difference by grade level, likely due to there 
being only one ninth grade class to randomize. The overall sample was primarily female (56.2%) 
and the ratio of males to females was also similar across conditions. The sample was also racially 
and ethnically diverse, and there was diversity across conditions. In regard to prior contact, there 
were no significant differences in terms of close friend and family mental health contact between 
groups. A total of four students (4%) in the experimental group said they were aware of NAMI 
prior to the presentation. A total of 8 students (8%) in the experimental group said that they had 
seen an ETS presentation in the past. These questions were only asked of the experimental 
group, so that the purpose of the study was not exposed to control group participants. Given the 
success of the randomization process (no significant differences on sociodemographic variables), 
students with prior NAMI or ETS contact were kept in the analyses with the assumption that a 
similar number of students would be found in the control group. 
 





 To better understand the sample, descriptive statistics were used to describe the mean (M) 
scores and standard deviations (SD) for mental health stigma measures (Table 2). At the baseline, 
most students reported moderate disagreement with negative stereotypes about mental illness 
(AMIS M = 2.22, SD = .46); disagreement in regard to simplistic, categorical thinking about 
mental illness (ATSMI-AV M = 2.00, SD = .69); and disagreement about having a negative 
emotional reaction to a student with mental illness (r-AQ M = 1.96, SD = .80). Students, on 
average, also expressed slight disagreement in regard to wanting social distance from a person 
with mental illness (RIBS M = 2.00, SD = .69). The majority of students also endorsed average 
mental health knowledge (MAKS M = 3.40, SD = .43), though this scaling could also mean that 
students were unsure about their mental health knowledge. In regard to help-seeking, most 
participants were unlikely to seek help (ISCI M = 2.19, SD = .62) and perceived disclosing 
private feelings to a counselor to be somewhat risky (DES-AR M = 3.37, SD = 1.01), but also 
perceived disclosure in counseling to be somewhat beneficial (DES-AB M = 3.07, SD = .93). 
Most participants believed they could probably provide support to a peer who had a mental 
health problem (Peer Support M = 4.09, SD = .60). Perceptions of stigma for seeking help were 
low (PSOSH M = 1.97, SD = .79), but self-stigmatizing beliefs for seeking help were slightly 
higher and close to the neutral range (SSOSH M = 2.63, SD = .68). 
Stigma Differences by Grade Level and Age 
 Exploratory analyses were also conducted, using bivariate correlation and analysis of 
variance (ANOVA), to understand the relationship between students’ grade level and age in 
regard to mental health stigma. These analyses were also conducted to determine the best 
predictor of stigma for use in regression models, since multicollinearity violates the assumptions 





.0005), it was of interest to see if any differences emerged for stigma dimensions. Based on 
initial bivariate correlations between age and grade level in regard to stigma dimensions, grade 
level emerged as a stronger individual predictor of stigma than age (lower grade level related to 
more stigma). These findings were further explored through ANOVA.  
Analyses indicated that there were significant grade level differences for negative 
stereotypes (AMIS and ATSMI-AV) and self-stigma (SSOSH). For AMIS, the overall model 
was significant: F (3, 192) = 5.64, p = .001. Post-hoc comparisons using the Tukey HSD test 
indicated that the mean score for 12th grade students (M = 1.95, SD = .41) was significantly 
lower (less stigmatizing) than ninth grade students (M = 2.45, SD = .50) and 11th grade students 
(M = 2.31, SD = .46). The effect size, calculated using eta squared (Cohen, 1988), was .08, 
indicating a medium effect.  For ATSMI-AV, the overall model was also significant: F (3, 191) 
= 2.98, p = .033. Post-hoc comparisons using the Tukey HSD test indicated that the mean score 
for 12th grade students (M = 1.76, SD = .60) was lower (less stigmatizing) than 10th grade 
students (M = 2.13 SD = .67), but not significantly. The effect size, calculated using eta squared, 
was .04, indicating a small to medium effect. Lastly, for SSOSH, the overall model was again 
significant: F (3, 191) = 2.94, p = .035. Post-hoc comparisons using the Tukey HSD test 
indicated that the mean score for 12th grade students (M = 2.29, SD = .79) was significantly (p = 
.043) lower (less stigmatizing) than 10th graders (M = 2.69, SD = .63) and also lower for ninth 
graders (M = 2.83, SD = .55), but not significantly (p > ,05). The effect size, calculated using eta 
squared, was .04, indicating a small to medium effect. Overall, ninth and 10th grade students 
trended toward endorsing the most stigma across variables. 





 Lastly, exploratory analyses were conducted using ANOVA to better understand the 
relationship between students’ identified race/ethnicity and mental health stigma endorsement, 
and to guide dummy coding for other analyses. For perceptions of stigma for seeking help 
(PSOSH), the overall model was significant: F (5, 187) = 2.75, p = .020. Post-hoc comparisons 
using the Tukey HSD test indicated that there was a significant difference (p = .028) between 
Asian-American/Pacific Islander students (M = 2.34, SD = .82) and African-American/Black 
students (M = 1.74, SD = .75), with Asian-American/Pacific Islander students reporting more 
perceptions of stigma for seeking help. The effect size, calculated using eta squared, was .07, 
indicating a medium effect. There were no significant differences between racial/ethnic groups 




Chapter 10: Cross-Sectional Quantitative Results 
Hypothesis 1: Self-concept clarity (one aspect of identity) will be negatively correlated to self-
stigma and perceptions of stigma at the pre-test/baseline. This variable will be explored further 
to see if it remains a predictor of self-stigma while controlling for other known predictors of 
stigma (mental health knowledge, perceived stigma, age/grade level, gender, race/ethnicity, 
prior contact). No specific hypotheses are made in regard to help-seeking intentions. 
 Consistent with Hypothesis 1, self-concept clarity (SCCS) was negatively correlated to 
self-stigma of seeking help (SSOSH) (r = -.37, n = 194, p < .0005), with high levels of self-
stigma associated with lower levels of self-concept clarity (Table 3). In regard to perceptions of 
stigma for seeking help (PSOSH), the hypothesis was not supported: SCCS was negatively (but 
not significantly) correlated to PSOSH (r = -.14, n = 194, p = .061), but did trend in the expected 
direction. In regard to counselor disclosure worries, the hypothesis was partially supported: 
SCCS was negatively correlated to anticipated risks (r = -.33, n = 194, p < .0005), but not 
anticipated benefits (r = -.001, n = 194, p = 993), meaning that having a better self-concept was 
associated with anticipating less risk when disclosing to a counselor (e.g., feelings, personal 
information). Interestingly, SCCS was also negatively correlated to counseling help-seeking 
intentions (ISCI) (r = -.25, n = 194, p < .005), meaning that having a low self-concept was 
associated with more help-seeking intentions. The mean score on the SCCS scale for the sample 







 In the first regression model (dependent variable: SSOSH), the independent variables 
were self-concept clarity (SCCS), perceived stigma for seeking help (PSOSH), mental health 
knowledge (MAKS), grade level1, gender, race/ethnicity2, and prior mental health contact (close 
friend and family). The model was significant overall, F (8, 182) = 6.63, p < .0005 (Table 4). 
SCCS (lower self-concept clarity) emerged as a robust predictor of SSOSH, even after 
controlling for these other factors. Perceptions of stigma were also a significant predictor of self-
stigma in this model. The total variance explained by the model as a whole was 19% (based on 
the adjusted R2). 
 In the second (exploratory) regression model (dependent variable: ISCI), the independent 
variables were SCCS, self-stigma of seeking help (SSOSH), perceived stigma for seeking help 
(PSOSH), mental health knowledge (MAKS), grade level, gender, race/ethnicity3, and prior 
mental health contact (close friend and family). Negative stereotypes (AMIS) were not included 
in this model, due to a non-significant direct correlation with ISCI. The model was significant 
overall, F (9, 181) = 3.56, p < .0005 (Table 5). SCCS (lower self-concept clarity) again emerged 
as a robust predictor of the dependent variable – intentions to seek counseling (ISCI), even after 
controlling for other factors. SSOSH (higher self-stigma) and race/ethnicity (identifying as 
Multiethnic/racial) were also predictive of lower intentions to seek counseling. The total variance 
explained by the model as a whole was 11% (based on the adjusted R2). 
 
1 For all analyses, coded as Grades 9 and 10 = 0 and Grades 11 and 12 = 1, based on ANOVA results and prior 
research (Watson et al., 2005). 
2 For this analysis, race/ethnicity coded as Latino/a/x = 0, All Other = 1, based on comparison of means. 




Chapter 11: Longitudinal Quantitative Results 
Hypothesis 2: Participants in the intervention group will show significant improvements in 
mental health knowledge, negative stereotypes, intended social distancing, negative emotional 
responses (affect), help-seeking attitudes, anticipated stigma, disclosure worry, and self-stigma, 
from Time 1 (baseline) to Time 2 (immediate follow-up after program). These improvements will 
remain significant at Time 3 (4-week follow-up) and Time 4 (8-week follow-up). Effects are 
expected to be stronger at Time 2 and for primary outcome variables (i.e., mental health 
knowledge, negative stereotypes, intended social distancing, negative affect, help-seeking 
attitudes) than secondary outcome variables (i.e., anticipated stigma, disclosure worry, self-
stigma). Female participants, participants with prior mental health contact and more mental 
health knowledge, and European-American (or White) participants will be related to less stigma 
during follow-ups. Lower self-concept clarity will predict higher self-stigma during follow-ups. 
No specific hypotheses are made in regard to grade level or age on stigma variables at follow-
ups..  
Drop-Out and Treatment Exposure 
  After completing at least one time point, a total of 14 students opted out of the study (11 
in the control group and 3 in the intervention group). This difference between randomized 
conditions was significant (p = .03, as per Fisher’s Exact Probability Test). Participants who 
dropped out were more likely to have a family member with mental illness (54%, n = 7, 
compared to just 25% of the non-dropped out sample) (χ2 = 4.00, df = 1, p = 045), and more 
likely to be Arab/Middle-Eastern (40% dropped out, though the Arab/Middle-Eastern sample 
was small) (χ2 = 14.06, df = 5, p = 015). Participants who dropped out did not differ from other 





The majority of students (91%) were considered “exposed” to their randomized condition (i.e., 
were present for class and completed Time 2 survey). Most missing data were due to participant 
absence rather than attrition. 
Stigma Differences by Randomized Group and Classroom/Cluster 
 Before conducting the main analyses, t-test and ANOVA were used to evaluate potential 
baseline stigma differences between randomized groups and the 14 different classrooms/clusters, 
respectively. No significant differences were found on each of the 11 baseline stigma variables 
for either randomized group or classroom. Additionally, ICC results indicated that classroom 
explained only a small percentage (4% on average) of the variation in outcomes, and initial 
analyses found that the inclusion of classroom did not significantly change the estimates of the 
models. Therefore, classroom was not included as a random effect in the mixed models and 
random effects were not used in the models presented below, for ease of presentation and 
interpretation. It should also be noted that students were randomly assigned to these advisory 
classrooms, so bias between classrooms was not expected. The grade level variable also likely 
helped to account for variance change that classroom was capturing. 
Intent-to-Treat Outcome Analyses 
 The findings on the relationship between intervention assignment and change in 
outcomes over time are presented in Table 6. These analyses included all participants, regardless 
of whether they dropped out of the study or were absent during data collections. Various 
predictors were added to the models, including gender, contact with mental illness (family and 
friend), school grade, race/ethnicity, mean mental health knowledge across time points (MAKS), 





included in the analyses (controlling for predictors/covariates) to determine if there were 
significant outcome changes over time that differed by randomized group. Significant effects of 
time are presented below, in addition to between and within group changes over time. As noted, 
post-hoc, Bonferroni-adjusted analyses were utilized to assess mean differences in outcome by 
group at each time point. Effect size was calculated using Cohen’s d to assess the magnitude of 
overall change from baseline to post-treatment in ETS versus the control group. 
Primary Outcomes 
 Negative stereotypes. For one of the negative stereotypes scales (AMIS), there was a 
significant group by time interaction (p = .014) with all predictors in the model, indicating that 
participants in the ETS group had a significant reduction in mental illness stereotypes over time 
in comparison to control group participants (while controlling for other predictors). This 
significant change between groups was evident at Time 2 (p < .0005) and at Time 3 (p = .024). 
See Figure 2. Overall higher mental health knowledge (MAKS) was a significant predictor (p < 
.0005) of lower negative stereotypes, as was having family contact with mental illness (p = .004). 
In terms of within group differences from Time 1 to Time 4, the difference between the baseline 
AMIS score and final follow-up score for ETS participants was not significant (as per a paired 
samples t-test). The magnitude of the differences in the AMIS means between groups across all 
time points was small to medium (Cohen’s d = .44). 
There was not a significant group by time interaction for the categorical thinking-
negative stereotypes scale (ATSMI-AV), with and without predictors in the model. However, the 
effect of time was significant (p = .012), indicating a reduction in categorical thinking in both 





level (11th and 12th) (p = .005) were all predictors of lower categorical thinking.. The magnitude 
of the differences in the ATSMI-AV means between groups across all time points was small 
(Cohen’s d = .14). 
 Intended social distance. Although the group by time interaction for intended social 
distance (RIBS) was significant (p = .007) without any predictors in the model, the model 
became  non-significant with predictors added to the model. The effect of time was significant in 
this latter model (p = .002). MAKS (more knowledge) (p < .0005), gender (female) (p < .0005), 
and family contact (yes) (p = .018) were predictors of lower social distance. The magnitude of 
the differences in the RIBS means between groups across all time points was quite small 
(Cohen’s d = .06). 
 Knowledge. The group by time interaction for mental health knowledge (MAKS) was 
significant (p = .026) with all predictors in the model, indicating that participants in the ETS 
group had a significant increase in knowledge over time in comparison to control group 
participants (while controlling for other predictors; MAKS was not included as a covariate in this 
model). This significant change between groups was evident at all follow-up time points: Time 2 
(p = .003), Time 3 (p = .012), and Time 4 (p = .038). See Figure 3. Time was also a predictor (p 
< .0005), and gender (female) was a significant predictor (p = .020) of higher knowledge, as was 
having close friend contact with mental illness (p = .021). In regard to descriptive statistics for 
the last six items of this scale, participants in the ETS group at Time 4 (last time point) were 
more likely to agree4 (85%) that depression was a mental illness (v. control group, 82%); more 
likely to agree (83%) that schizophrenia was a mental illness (v. control group, 79%); less likely 
 





to agree (87%) that bipolar disorder was a mental illness (v. control group, 96%); less likely to 
agree (56%) that drug addiction was a mental illness (v. control group, 64%); and more likely to 
agree (35%) that grief was a mental illness (v. control group, 32%). Both groups had 
approximately the same agreement level on whether stress was a mental illness (33% of ETS v. 
33% of control). In terms of within group differences from Time 1 to Time 4, the difference 
between the baseline MAKS score and final follow-up score for ETS participants was significant 
(p = .002, as per a paired samples t-test). The magnitude of the differences in the MAKS means 
between groups across all time points was small to medium (Cohen’s d = .24). 
 Negative affect. Although the group by time interaction for negative affect (r-AQ) was 
significant (p = .034)  without any predictors in the model, it became non-significant when 
predictors were added. The effect of time was not significant. The magnitude of the differences 
in the r-AQ means between groups across all time points was small (Cohen’s d = .16). The r-AQ 
mean score across time points was higher for the ETS group. 
Help-seeking intentions. There was not a significant group by time interaction for 
intentions to seek counseling (ISCI), without and with predictors, but time was significant (p = 
.023), indicating improvements in both groups over time. Close friend contact (yes) (p = .028) 
and lower self-concept clarity (p = .028) were predictors of help-seeking. Similarly, there was 
not a significant group by time interaction for the Peer Support scale, but the effect of time was 
significant (p = .007). More mental health knowledge (MAKS) (p = .014), gender (female) (p = 
.001), and higher self-concept clarity (p = .045) were predictors of higher intention to provide 
peer support. Interestingly, while intentions to provide peer support increased for the ETS group 
at Time 2, peer support intentions decreased over time. The magnitude of the differences in the 





Cohen’s d = .003 and Peer Support Cohen’s d = .05). The Peer Support mean score across time 
points was lower for the ETS group. Since internal consistency was particularly low for this 
scale, two additional analyses were conducted using each individual item from the Peer Support 
scale as an outcome variable. Findings were still similar; with and without predictors added, no 
significant interaction effects were observed. 
Secondary Outcomes 
Anticipated stigma. The group by time interaction for perceptions of stigma for seeking 
help (PSOSH) was significant (p = .032) with predictors in the model, as was the effect of time 
(p = .020), indicating that each group was changing over time in different ways. Based on the 
pattern of PSOSH changes by group, no significant differences were found at each time point 
(see Figure 4). Other predictors of lower PSOSH included higher mental health knowledge (p = 
.049), female gender (p = .002), school grade (11th and 12th grade) (p = .010), higher self-concept 
clarity (p < .0005), and race/ethnicity (identifying as a group other than Asian-American/Pacific 
Islander) (p < .0005). In terms of within group differences from Time 1 to Time 4, the difference 
between the baseline PSOSH score and final follow-up score for ETS participants was not 
significant (as per a paired samples t-test). The magnitude of the differences in the PSOSH 
means between groups across all time points was very small (Cohen’s d = .02). The PSOSH 
mean score across time points was higher for the ETS group. 
Self-stigma. The group by time interaction and time main effect for self-stigma of 
seeking help (SSOSH) were non-significant, without and with predictors. The magnitude of the 






Disclosure worries. The group by time interaction for disclosure worries: anticipated risk 
(DES-AR) was significant (p = .003) with predictors in the model, as was the effect of time (p = 
.017), indicating that each group was changing over time in different ways. This change between 
groups was significant at Time 4 only (p = .013). See Figure 5. Other predictors of lower 
anticipated risk included gender (male) (p = .027), school grade (11th and 12th) (p = .017), and 
stronger self-concept clarity (p < .0005). In terms of within group differences from Time 1 to 
Time 4, the difference between the baseline DES-AR score and final follow-up score for ETS 
participants was significant (p < .0005, as per a paired samples t-test). The group by time 
interaction and time main effect for disclosure worries: anticipated benefits (DES-AB) were non-
significant, with and without predictors in the model. The magnitude of the differences in the 
DES-AR and DES-AB means between groups across all time points was small (Cohen’s d = .21 
and .23, respectively). 
Analyses for Exposed Participants 
 Next, analyses were conducted only with participants who attended a Time 2 presentation 
(ETS or control). This led to the exclusion of 19 participants from the analyses. In terms of 










Chapter 12: Qualitative Results 
 Lastly, qualitative data were analyzed via the CQR framework. As noted, two open-
ended questions were included to elicit feedback on the Ending the Silence presentation. The 95 
participants who were present for Time 2 for the ETS presentation provided feedback. The 
majority of these participants reported satisfaction with and positive feedback for the ETS 
presentation. Specific themes that were identified are described below, within two sections: 
“Aspects Liked Best” and “Suggestions for Improvement.” 
Aspects Liked Best 
 Personal stories and experiences. Participants liked hearing the first-hand accounts and 
personal experiences of individuals with lived mental health experience. Students highlighted the 
power of the personal stories to change their emotions and attitudes. They found these stories to 
be insightful, relatable, credible, vulnerable, and normalizing. For example, when asked what 
they liked best about the presentation, one participant responded, “That an individual with a 
mental illness was able to explain and answer any question, while sharing her own experiences.” 
Other participants stated that they liked that “The presenters really opened up to us about their 
personal life and struggles” and that they enjoyed “The part [of the presentation] where there 
was more of a personal story rather than the facts.” Thirty participants (31%) explicitly 
endorsed this theme. 
 Psychoeducation. Similarly, participants said that they liked the mental health education 
aspect of the presentation. Students highlighted how informational they found the presentation to 
be, and how they learned aspects of mental health they did not know before. A sub-category 





the presentation was “very informational and helpful for future reference.” Another participant 
said that “I liked that she went into detail about the different mental illness, said that mental 
health was important to talk about, and went step by step on how to help someone with suicidal 
thoughts.” Referring to a tangible card given out by NAMI at the end of the presentation, which 
included various mental health websites, crisis hotlines, NAMI-NYC information, and mental 
health warning signs, one student said “I like that the cards were given out at the end,” and 
another said “…I liked the references we were given at the end for us to use.” Twenty-three 
participants (24%) explicitly endorsed this overall theme (15 responses in the overall theme, and 
8 responses in the sub-category). 
 Videos and visual images.  Some participants also stated that they enjoyed the visual 
aspect of the presentation and how informative it was in understanding mental health. 
Participants made specific mention to the video clips, slideshow, and visual images. Ten students 
(11%) explicitly endorsed this theme. 
 Presentation style. Participants also highlighted the presenters’ credibility, competence, 
ability to answer questions, and ability to provide a broader perspective on mental health. Several 
students reported finding the presenters to be easy to understand, relatable, and interactive. One 
participant said “The presenter was well spoken and answered all of the questions I had,” and 
another said “I felt the presentation was well organized and spoken.” Thirteen students (14%) 
explicitly endorsed this theme. 
 Overall positive emotion. Lastly, several students expressed positive emotions toward 
the presentation, including “It opened my eyes and was very nice to see” and “It was very 





Suggestions for Improvement 
 More psychoeducation and resources. Participants reported wanting to know more 
about the spectrum of mental health, specific statistics, and additional mental health resources. 
Two students expressed that presenters could “go into what differentiates certain mental illness” 
and “Have more varieties of mental illness…,” while two other students suggested adding more 
“statistics” to the presentation. Thirteen students (14%) explicitly endorsed this theme. 
 More personal stories and experiences. Similarly, participants expressed interest in 
hearing more personal stories and experiences, including potentially hearing peers’ mental health 
experiences (e.g., “Open the floor for students to share their experiences”). Comparing aspects 
of the presentation (e.g., education and contact), another participant suggested “Maybe having 
more real like experiences with people with mental illness, not just a slideshow more personal 
experiences.” Nine participants (9%) explicitly endorsed this theme. 
 More videos and visuals. Some participants wanted more visual depictions of mental 
health information. Participants suggested adding “more video clips” and “pictures + 
infographics.” One student offered specific feedback, stating that “…it might be interesting to 
show more videos on how people outside deal with mental illness and what are they up to.” 
Seven participants (7%) explicitly endorsed this theme. 
 More interaction and discussion. A number of participants reported that they wanted 
the presentation to be more engaging and entertaining. Students also wanted to be more involved 
and have more hands-on activities within the presentation. Several students expressed similar 
sentiments: “make it more interactive with students,” “make more personal connections and 





visuals category), “make it more interactive,” and “interactive activity.” One student offered a 
specific suggestion: “I would include a segment where the students answered a short quiz at the 
end to check their understanding.” A sub-category within this theme, Suggestions on 
Presentation Style, was also identified. Participants provided suggestions on how the 
presentation could be more relatable to their lives and more developmentally and age 
appropriate. As one student suggested, “Maybe make the presentation more relatable to teen life 
so it captures everyone's attention and leaves them thinking.” Twenty-three students (24%) 
explicitly endorsed this theme (19 in the general theme, and 4 in the sub-category). 
 More concise. A handful of students suggested that presentation should be shorter and 
less repetitive. One student noted, “I would say make it more concise so students don’t get bored 
and lose track.” Only four students (4%) explicitly endorsed this theme. 
 No suggestions. Lastly, a number of students reported that they had no suggestions. 
Students said: “Nothing much, it was really good + engaging. <3”, “I don't have any 
suggestions it was pretty good,” and “Nothing in particular.” Nineteen students (20%) explicitly 










Chapter 13: Discussion 
Stigma is a social determinant of many public health inequities, including mental health. 
Adolescence is a period of emerging mental health issues, but low mental health knowledge and 
moderate to high levels of self and public stigma inhibit help-seeking. Adolescence is also a key 
intervention point for stigma reduction due to increasing cognitive capacities and relatively 
undeveloped attitudes and belief systems. Contact-based education has emerged as the gold 
standard for stigma reduction, but individual programs to increase knowledge and reduce stigma 
among adolescents have demonstrated mixed results, largely due to heterogeneous program 
implementations and methodological limitations (e.g., lack of randomized designs and follow-
ups, and lack of reliable and valid measures for adolescents). Schools are an ideal place for such 
interventions (which can be eventually integrated into school curriculums), and the current 
context around mental health in the US bodes well for such implementations, but more guidance 
is needed before this can occur on a large-scale.  
Recent research on the theory and conceptualization of stigma reduction among 
adolescents has paved the way to overcome some of these limitations. Still, both general survey 
research and stigma reduction studies with adolescents often fail to assess the multiple 
dimensions of mental health stigma (i.e., the stigma complex), making comparisons between 
studies and connections to overarching theory difficult. To this end, scholars from general 
intergroup contact theory research (Pettigrew, 2017), general adolescent health promotion 
research (Beadnell, 2007), and adolescent stigma reduction research (Chen et al., 2016), all 
highlight the importance of considering covariates (e.g., contextual factors, model constructs, 
race/ethnicity) in order to determine efficacy and identify modifiable factors. Additionally, key 





stigma research (e.g., Corrigan et al., 2005, 2007; Heary et al., 2014; Heary, Hennessy, Swords, 
& Corrigan, 2017), which make links to developmental science literature difficult.  
Interpretation of Results 
 Cross-sectional results. The hypothesis that self-concept clarity would be negatively 
correlated to self-stigma, perceptions of stigma, and disclosure worries at the baseline was 
partially supported. Consistent with stigma theory (e.g., Goffman, 1963, mental health labels 
leading to a “spoiled identity”) and adolescent identity theory (e.g., Erikson, 1968, “identity 
crisis”), self-stigma around seeking mental health treatment was relatively prevalent for 
adolescents involved in this study. During a development period when identity is already in flux, 
this self-stigma process (the threat of identifying as someone who seeks mental health treatment) 
appeared to be more pronounced among adolescents with low self-concept clarity (one aspect of 
identity). This finding adds to the research base on the intersection between adolescent 
development and mental health stigma (e.g., Hartman et al., 2013; Moses, 2009; Zhao et al., 
2015). 
A regression analysis further indicated that, even when controlling for other predictors of 
self-stigma (mental health knowledge, grade level, gender, race/ethnicity, mental illness contact, 
perceived stigma), self-concept was a robust predictor of self-stigma along with perceptions of 
stigma for seeking help. Adolescents with lower self-concept may perceive and/or be more 
attuned to negative stereotypes about mental health from others in their environments. It is also 
possible that adolescents with high self-stigma have lower mental health knowledge and do not 
readily seek out mental health information. Past research has demonstrated that individuals who 
perceive public stigma toward mental health from others are more likely to experience self-





important contributing role to this relationship. Overall, self-concept and perceived stigma for 
seeking help were found to be significant and independent predictors of self-stigma. 
Additionally, adolescents with lower self-concept anticipated more risks to disclosure in 
mental health counseling, but no relationship was found between self-concept and anticipated 
benefits to disclosure in counseling. Adolescents with a lower self-concept appear to be more 
prone to worry about disclosing personal feelings to a counselor, potentially because such 
disclosure might induce vulnerability and feel like a threat to their already unstable self-concept. 
This higher anticipated risk could also be related to lower mental health knowledge and fears 
about confidentiality that were not measured by the MAKS scale. As noted, disclosure worries 
overall may relate strongly to adolescent developmental processes, such as worries about peer 
approval and inclusion, and increasing autonomy and reliance on peers vs. adults. 
 Lastly, self-concept clarity was negatively related to help-seeking intentions. Based on 
the exploratory regression analysis, lower self-concept and higher self-stigma were significant, 
independent predictors of help-seeking intentions. Contrary to prior research findings with 
adolescents (e.g., Nearchou et al., 2018), perceived stigma was not a significant or unique 
predictor of help-seeking. Consistent with prior research (Shechtman et al., 2016), a significant 
relationship was found between self-stigma and help-seeking. Regarding identity development, 
mixed results have been found regarding the relationship between aspects of identity (such as 
self-concept clarity) and mental health help-seeking. For the current study, one possibility is that 
self-concept variable was a proxy for psychological distress. Past research has found that low 
self-concept clarity predicts symptoms of depression and anxiety among adolescents (Van Dijk 
et al., 2014). This regression analysis also indicated that race/ethnicity (identifying as 





consistent with research demonstrating racial and ethnic disparities in mental health help-
seeking. Overall, the exact mechanisms of these relationships are likely complex and need to be 
parsed out in future research. Future studies should control for mental health symptoms, 
racial/ethnic identity (and examine groups separately), cultural orientation and values, and other 
measures of adolescent development (e.g., cognition, self-esteem, parental/guardian mental 
health attitudes, attachment, and relationships).  
 Longitudinal results. The longitudinal hypothesis was partially supported overall. In 
regard to primary outcomes, findings from the current study indicated that ETS (compared to the 
active control) had a small but significant impact on negative stereotypes (AMIS) and mental 
health knowledge, consistent with results from prior youth stigma reduction studies (Corrigan et 
al., 2012). These changes were largely due to inter- and intra-individual factors, and not 
classroom effects. Trends further indicated potential positive effects for ETS participants in 
regard to reduced intentions to socially distance from people with mental illness, reduced 
negative affect, and increased intentions to seek counseling. Consistent with the hypothesis, 
effects were typically the strongest at Time 2 (immediate follow-up). In support of the 
hypothesis, the mean differences in mental health knowledge between groups remained 
significant at every time point, favoring ETS participants. However, it should be noted that 
changes in the ability to accurately identify mental health conditions did not significantly change. 
In partial support of the hypothesis, the changes in negative stereotypes for ETS participants 
remained significant at Time 2 and then Time 3 (one month after presentation) but not at Time 4 
(two months after presentation). As hypothesized, predictors of less stigma included more mental 
health knowledge, gender (female), and prior mental illness contact (family and/or friend). 





did not emerge as a significant predictor for any primary outcomes. Higher self-concept clarity 
also predicted less intentions to seek counseling. Similarly, self-concept clarity was only a 
significant predictor in one primary outcome model (intentions to seek counseling). 
Also contrary to hypotheses for primary outcomes, no changes were observed in regard to 
reduced negative stereotypes in terms of categorical thinking, or improved intentions to help a 
peer with a mental health problem, but the effects of time were significant for these models. For 
categorical thinking, it is possible that content in both presentations (ETS and active control) 
provided students with a more nuanced and realistic view of mental health. Additionally, it is 
possible that maturation, a threat to internal validity, occurred for all students, whereby normal 
developmental changes led to less dichotomous thinking about mental illness among students. In 
regard to intentions to provide peer support, these intentions declined over time for the control 
group and rebounded after Time 2 for the intervention group. For one, it should be noted that the 
peer support measure was not previously validated, only included two items, and had very low 
internal consistency. In regard to the potential effect of the presentations on this variable, it is 
possible that the focus on stigma in the ETS presentation made adolescents more cautious about 
reporting peers’ mental health concerns to potentially stigmatizing adults (e.g., question 1 on the 
peer support scale: “If one of my friends was having a mental health problem, I would tell an 
adult”). Alternatively, it is possible that content in the active control group on “careers in 
psychology” (e.g., the work of mental health clinicians) and content in ETS related to mental 
health professionals and where to seek help made adolescents feel less confident in their peer 
supporting abilities (question 2 on the peer support scale: “If one of my friends was having a 
mental health problem, I would provide emotional support, like listening to or helping to calm 





with more concrete information on how to provide peer support. This was an area for 
improvement suggested in a prior post-test only evaluation of ETS (DeLuca et al., 2018). 
 In regard to secondary outcomes, effects were weaker overall compared to primary 
outcomes, consistent with hypotheses. While perceptions of stigma for seeking help (PSOSH) 
initially decreased at Time 2 for both groups, PSOSH increased for ETS participants over time 
and decreased for the control group. It is possible that the content of the ETS presentation, while 
initially having a de-stigmatizing effect, increased the salience of stigma and awareness of 
stereotypes over time. It is unclear why perceptions generally decreased in the control group over 
time. To situate these findings, a brief review of stigma reduction studies using PSOSH as an 
outcome was conducted. Mixed results were found: Similar to the results of the current study, 
Lopez (2018) found that a short mental health stigma video intervention significantly increased 
PSOSH for undergraduate students, compared to a control group. Hackler (2011) found that a 
contact intervention for undergraduate students did not significantly change PSOSH scores, but 
that scores (non-significantly) decreased over time. McGuire-Wise (2016) similarly found that 
various anti-stigma interventions for resident advisors did not significantly reduce PSOSH. In an 
intervention study designed to reduce self-stigma among individuals diagnosed with mental 
illness, Setti and colleagues (2019) found that perceptions of stigma increased after the 
intervention. Overall, PSOSH is rarely used as an assessment measure in stigma reduction 
studies. Given 1) the mixed findings of past research and the current study, and 2) that systematic 
reviews have established that perceived and anticipated stigma are among the strongest 
predictors of help-seeking (Clement et al., 2015; Gulliver et al., 2010), this is an important topic 





In regard to self-stigma of seeking help (SSOSH) as an outcome, no significant 
interaction was found. It is possible that a focus in the ETS presentations on mental health 
conditions as “medical illnesses” linked to the brain contributed to this null result. Such framing 
can have an iatrogenic effect of decreasing positive attitudes about recovery (Corrigan, 2016; 
Corrigan & Watson, 2004) and increasing perceptions of dangerousness and desire for social 
distance (Read, Haslam, Sayce, & Davies, 2006). It is also possible that there was no effect on 
self-stigma, since ETS does not explicitly focus on self-stigma. Future studies should target and 
measure this aspect of stigma, since meta-analyses and systematic reviews have found that self-
stigma is one of the strongest predictors of help-seeking behaviors (e.g., Nam et al., 2013).  
A significant group by time interaction was found for anticipated risks of disclosing to a 
counselor, whereby participants in the ETS group anticipated lower risk over time, which 
became significant at Time 4 between groups. Based on these results, students who saw the ETS 
presentation felt more comfortable—and less vulnerable—in potentially disclosing personal 
feelings and information to a mental health counselor. This is an important finding, because past 
meta analyses have found that disclosure worries are predictors of help-seeking intentions (Nam 
et al., 2013). This is also only the second study to measure disclosure worries as an outcome of a 
stigma reduction program (Demyan & Anderson, 2012). Consistent with hypotheses, female 
gender and MAKS were significant predictors of a secondary outcome (PSOSH). However, male 
gender, being an 11th or 12th grade student, and having a stronger self-concept were predictors of 
lower anticipated risk. Adolescent males generally perceive less risk and are more willing to 
engage in riskier behaviors than adolescent females (Reniers, Murphy, Lin, Bartolomé, & Wood, 





of risk in a positive way (e.g., by simultaneously highlighting the rewards of counseling, while 
also targeting negative peer perceptions about stigma and help-seeking).  
More broadly, higher grade level was also a predictor lower stigma across several 
outcomes (ATSMI-AV, MAKS, DES-AR) and this variable should continue to be studied. In 
regard to gender, identifying as female was a predictor of lower stigma across many outcomes as 
well. Some researchers (Koller & Stuart, 2016) have suggested that future interventions may 
need to incorporate gender-specific stigma reduction programming. Contrary to the hypothesis, 
contact was not related to any secondary outcomes, and race/ethnicity overall was not a 
consistent predictor of secondary outcomes, except for PSOSH (identifying as Asian-
American/Pacific Islander). 
Compared to prior ETS studies, these results confirm the benefits of ETS in terms of 
reducing stereotypes and negative affect and improving knowledge (Taniyama, 2016; Wahl et 
al., 2018; Wong et al., 2015). Wong and colleagues (2015) similarly found no significant impact 
of the ETS intervention on peer support or help-seeking though, again, the results in regard to 
personal help-seeking intentions were trending. Similar to Wahl and colleagues’ (2018) study, 
the effects of the intervention in the current study appeared to generally decrease over time for 
some measures. 
 Qualitative results. Participants who were audience members for the ETS presentation 
overall had positive impressions of the program. Students most enjoyed the personal story part of 
the presentation, followed by the educational information. Students also believed the presenters 
were credible and competent. To this end, a recent study (Cerully, Collins, Wong, Seelam, & Yu, 
2018) found that higher rated quality of speaker contact strongly moderated program effects. In 





stories, education, and videos/visuals. Most importantly, many students suggested that future 
presentations incorporate more interaction and discussion. This suggestion is consistent with 
prior evaluations of ETS (DeLuca et al., 2018), which found that students wanted more 
encouragement from presenters to participate in the presentation. This suggestion is also 
consistent with calls for adolescent stigma reduction programs to consider cognitive and socio-
emotional features of adolescent development, such as sensation seeking (e.g., presenting 
information in visually appealing ways; incorporating social media), peer influences, and 
autonomy (e.g., integrating students in the design and delivery of the program) (Newcomb-Anjo, 
2018). Other researchers have suggested interactive interventions for youth via active learning 
strategies, incorporating youth stories, and promoting youth leadership (Austin & Schwartz, 
2018; Bulanda, Bruhn, Byro-Johnson, & Zentmyer, 2014). 
Conclusions 
 The results suggest that adolescent development variables, such as self-concept clarity, 
are important predictors of mental health stigma, including self-stigma and help-seeking. The 
results also suggest that NAMI’s Ending the Silence is well-liked by youth and has positive 
effects on multiple stigma dimensions for high school youth. As a standardized program within a 
national organization, ETS can be developed further to continue improving mental health 
knowledge, reducing stigma, and increasing inclusion and help-seeking behaviors, and to 
maintain these effects over time. Instead of acting as a solo intervention, ETS may work best 
with booster sessions and in tandem with mental health school curriculum approaches (e.g., 
Milin et al., 2016), youth-involved community approaches (e.g., Ramey & Rose-Krasnor, 2015), 





Eisenstein et al., 2019; Parikh et al., 2018), and with other youth social justice initiatives (e.g., 
Corrigan, Watson, Byrne, & Davis, 2005; Mayberry, 2013). 
Strengths of Current Study 
Adolescent mental health stigma is a growing topic of research, and this current study 
addressed gaps in the current research and had several strong design and methodological 
components. First, this study connected adolescent mental health stigma to a model and theory of 
stigma (stigma complex) via an extensive narrative review. Second, researchers partnered with a 
national organization and evaluated a standardized program that can be replicated, improved, and 
potentially dismantled in the future, in order to identify key ingredients. Third, this study used an 
RCT design with an active control group and three follow-up points, along with controls for 
covariates. Youth stigma reduction programs rarely employ a randomized design (including an 
active control group), and even fewer have longer-term follow-ups beyond a pre- and post-test. 
Fourth, from a recruitment perspective, this study used passive parent/guardian consent, leading 
to a high enrollment rate in the study. Past studies have found that obtaining explicit 
parent/guardian consent led to significant pre-study drop-out rates, presumably largely due to 
parents never receiving the consent and/or students and parents forgetting about it (e.g., only 
21% of eligible adolescents approached in one stigma study ended up enrolling; Pinto-Foltz et 
al., 2011). In the future, researchers may consider advocating for passive parent/guardian consent 
or for mature minors’ participation without caregiver permission (see American Psychological 
Association, 2018).  
In terms of measurement, many reliable and validated measures (determined with youth 
samples, whenever possible) were used in the current study. This study’s questionnaire packet 





particularly for NAMI. As other researchers have noted (Brennan & McGrew, 2013), participant 
questionnaires that are designed to capture a program’s wide-ranging effects can facilitate more 
meaningful program evaluation. To this end, the questionnaire developed for this study extended 
beyond general primary outcomes, and included secondary outcomes that are rarely or, in some 
cases, never studied in adolescent stigma reduction research. These outcomes were specifically 
selected because they have been identified through empirical studies as key barriers to help-
seeking among adolescents. The results of this study in regard to primary and secondary 
outcomes can provide direction for stigma reduction program development in terms of devoting 
more resources to universal programs (e.g., general stigma reduction/health promotion) or 
nuanced programs (e.g., programs developed specifically to target the self-stigma of seeking 
help; see Batterham, 2015; Clement et al., 2015) that may have different “agendas” (e.g., 
services, rights, self-worth; Corrigan & Al-Khouja, 2018). Lastly, a diverse sample was recruited 
for this study and socio-demographic covariates were included in analyses to better understand 
the intersectionality of stigma and control for other factors that may influence stigma beyond 
intervention effects. This project also added another layer to adolescent stigma research – an 
assessment of adolescent identity development (i.e., self-concept clarity). As noted, 
developmental variables are rarely included in youth stigma research or when evaluating stigma 
reduction programs, but are important considerations. 
Limitations of Current Study and Future Directions 
This study also had important limitations. For one, the study only sampled one high 
school in an urban area of the US and was underpowered as per a cluster randomized controlled 
trial power analysis. While the demographics of this high school were generally reflective of 





schools (e.g., potentially having more baseline interest in mental health, given their agreement to 
participate in the study). In terms of design, while a randomized design with an active control 
group was used, it is possible that bias was unintentionally introduced by the principal 
investigator (who presented most of the control group presentations), research assistants, and 
some teachers who knew the purpose of the study and group assignment. To this end, a selection 
bias may have been present whereby teachers with mental health contact and/or strong beliefs 
about mental health education were more willing to participate.  
In terms of the presentation, while the same speakers and format were used for each 
class, some presentations were slightly shorter than others (e.g., due to starting late), and no 
presentation lasted the full 50 minutes (but instead 35-40 minutes). While this aspect of the study 
may give more weight to the findings in regard to ecological validity, it is possible that this 
shortened presentation format decreased the impact of the intervention. Corrigan and colleagues 
(2010) have found that another NAMI stigma intervention (for adults) is equally effective in a 
90-minute format (original design) and 30-minute format (pared down design), but more 
research is needed on adapting ETS. 
Relatedly, the speakers in this study primarily shared personal stories regarding 
depression and an eating disorder. There are specific stigmas toward eating disorders (e.g., 
beliefs about fragility and attention-seeking; see Roehrig & McLean, 2010), but also some 
common stigmas that are endorsed across mental health conditions (e.g., personal responsibility). 
Further, depression tends to be less stigmatized than other mental health experiences, such as 
psychosis (Pescosolido et al., 2013). It is possible that personal stories about other mental health 
diagnoses may have different effects on the outcome, though few studies collect this information 





Another important potentially interacting factor to include in future studies is how much the 
personal story embodies recovery (Chen et al., 2016). Lastly, while the two speakers were 
diverse in this study and there was one young presenter, future research should continue to 
monitor the impact of speaker demographics on outcomes, and try to match speaker 
demographics (e.g., age, race/ethnicity, language) with student demographics when possible (see 
Chen et al., 2016; DeLuca et al., 2018). ETS and other mental health awareness and stigma 
reduction presentations can also be studied and developed with elementary and middle school 
students. Overall, programs must also consider intersectionality more broadly and acknowledge 
how mental health intersects with race/ethnicity, gender, age, class, and sexual orientation, in 
terms of both perception and personal experience (Corrigan, Rüsch, & Scior, 2018). Future 
studies should also closely monitor—and perhaps experimentally manipulate—the different 
effects of education and contact. Education alone is not a sufficient ingredient for reducing 
stigma among adolescents and adults, and research has shown that education alone can lead to 
more stigmatizing beliefs (Corrigan et al., 2010). 
 In terms of measurement, some scales had low internal consistency and results should be 
interpreted with this caveat. Moreover, some scale ranges in this study were relatively 
constricted, with students in this study skewing toward being relatively non-stigmatizing. Ceiling 
effects such as these have been noted in prior studies (Evans-Lacko et al., 2011) and 
multidimensional measures of stigma (as well as measures of social desirability bias) should 
continue to be incorporated in future research. Additionally, all scales were self-report and not 
diagnosis-specific, and no objective measures of behavior were included in the current study. 
Future studies should explore the effects of stigma reduction programs by evaluating stigma 





Future studies should also employ in-depth pre-test assessments of mental health knowledge and 
conceptualizations, in order to determine what youth believe mental illness is. For example, 
some youth may not necessarily consider ADHD a “mental illness” (Koro-Ljungberg et al., 
2007). 
Further, while many scales were specifically developed for youth, some scales were not 
and may not have had developmentally-appropriate or valid statements or questions. It is also 
possible that students in different randomized groups spoke about the presentations after Time 2, 
though efforts were made to conceal the true purpose of the study, and having a control and 
treatment group within the same school helped to control for disentangle internal validity factors 
(e.g., history, maturation) within a same-school context. The time points were also spaced out to 
reduce the chance of serial administration effects, though the immediate questionnaire at Time 2 
after presentations could have facilitated demand characteristics or social desirability effects. 
Given the length of the questionnaire and the four time points, there may have also been an effect 
of fatigue for students. However, counterbalancing likely minimized the impact of fatigue on any 
one scale.  
It is also likely that other variables help to explain the findings in this study, and future 
studies should incorporate adolescent development variables, other socio-demographics 
(nuanced race/ethnicity variables, socioeconomic status, self-contact with mental illness), school 
variables (e.g., perceived school climate, Townsend et al., 2017), and other developmentally-
appropriate measures of stigma. Future studies should also focus on extending these findings to 
younger groups, such as middle school students. It is also important to target socializing agents 
in adolescents’ environments, and NAMI recently began offering ETS presentations for school 





2019) found that teachers’ mental health knowledge was associated with their students’ mental 
health knowledge at a post-assessment of a depression literacy program, highlighting the 
importance of measuring teachers’ knowledge and stigma. It is also likely important to assess 
stigma endorsed by the adolescents’ family.  In regard to the results, “rebound” effects were 
observed for several measures – that is, gradual or complete returns to baseline scores after an 
initial improvement. Future stigma reduction studies should acknowledge the impact of rebound 
effects (see Liberman & Förster, 2000), enact plans to reduce the effect (e.g., booster sessions), 
and be clear about mechanisms of change (e.g., more empathy or reduction in fear after contact). 
Implications 
 These results may have implications for clinicians, researchers, school staff, and 
policymakers. Overall, the key ingredients of ETS can continue to be bolstered to improve youth 
stigma reduction programming. Future studies may also compare ETS to other stigma reduction 
programs. From a cross-sectional perspective, it may be important for schools and counselors to 
consider identity development (self-concept clarity, in particular) as not only a predictor of self-
stigma and intentions to seek counseling, but also a correlate of anticipated risks to disclosure in 
counseling. While adolescents with lower self-concept may be more likely to seek help, there 
may be barriers to engagement in treatment and potential early termination. From a research 
perspective, this study highlighted the multidimensionality of stigma and the importance of 
measuring multiple variables. Given the trajectory of adolescent development (e.g., autonomy, 
identity, status) and the qualitative results in this study related to more interactive and hands-on 
activities, youth participatory action research collaborations may also be used in future stigma 
reduction research (Smith, Baranowski, Abdel-Salam, & McGinley, 2018; Wada et al., 2019). 





with youth to create healthier communities and long-lasting change (see Hart, 1992; Jenkins, 
Bungay, Patterson, Saewyc, & Johnson, 2018). Overall, adolescent mental health remains a 
public health concern. Future investigations into the manifestations of stigma and ways to reduce 
stigma can lead to better understandings of the stigma process and improvements in life 


















Chapter 14: Tables and Figures 
Table 1 
Sociodemographic Characteristics of Participants at Baseline 
 ETS  
N = 105 
Control  
N = 101 
Total 





 N (%) N (%) N (%) Χ2 df p 
Gender: 
            Male 
            Female 
            Transgender  
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           African-American 
           European-American 
           Latino/a/x 
           Asian-American 
           Arab/Middle-Eastern 
           Native American 
           Multiethnic/racial 


































Close Friend Contact 
           Yes 
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Note. ETS refers to Ending the Silence. Some values do not add to 206 because of data cleaning, 
rounding, or missing responses. χ2 analyses for race/ethnicity omitted the group “Other” and 



































1-3.76 2.00 .69 196 
Knowledge (MAKS) 
 
1-5 2.33-4.83 3.40 .43 195 
Negative Affect (r-AQ) 
 
1-7 1-5.80 1.96 .80 194 
Intentions to Seek 
Counseling (ISCI) 
 
1-4 1-4 2.19 .62 196 
Intentions to Provide 
Peer Support (Peer) 
1-5 2-5 4.09 .60 195 
Perceptions of Stigma 
(PSOSH) 
1-5 1-4 1.97 .79 195 
Self-Stigma (SSOSH) 1-5 1-4.40 2.63 .68 195 
Anticipated Risks (DES-
AR) 
1-5 1-5 3.37 1.01 194 
Anticipated Benefits 
(DES-AB) 
1-5 1-5 3.07 .93 194 
 
Note. Higher AMIS and ATSMI-AV = higher negative stereotypes. Higher RIBS = higher 
intended social distance. Higher MAKS = higher mental health knowledge. Higher r-AQ = 
higher negative affect. Higher ISCI and Peer Support = higher intentions to seek help and help a 
peer, respectively. Higher PSOSH and SSOSH = higher perceptions of stigma and self-stigma, 








Bivariate Correlations Between Self-Concept Clarity, Self-Stigma and Perceptions of Stigma for 
Seeking Help, and Disclosure Experiences. 
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-.001 -.090 -.312** .325** -.153* -- 
 










Summary of Regression Analyses for Variables Predicting Self-Stigma of Seeking Help (SSOSH)  
Note. B refers to unstandardized beta. SE refers to standard error for unstandardized beta. β refers 





Predictor  B SE B β 
Self-Concept Clarity (SCCS) -.331 .064 -.371** 
Perceived Stigma (PSOSH) .920 .260 .242* 
Knowledge (MAKS) -.117 .111 -.074 
Grade Level  -.073 .091 -.054 
Gender .030 .093 .022 
Race/Ethnicity -.052 .122 -.028 
Close Friend Contact -.102 .105 -.071 








Summary of Regression Analyses for Variables Predicting Intentions to Seek Counseling (ISCI) 
Predictor  B SE B Β 
Self-Concept Clarity (SCCS) -.074 .023 -.262* 
Self-Stigma (SSOSH) -.073 .025 -.229* 
Perceived Stigma (PSOSH) .091 .090 .075 
Knowledge (MAKS) .022 .037 .043 
Grade Level  .030 .031 .070 
Gender -.055 .031 -.126 
Race/Ethnicity .095 .047 .141* 
Close Friend Contact .017 .035 .044 
Family Contact .022 .036 .038 
R2 .108 
3.56** F 
Note. B refers to unstandardized beta. SE refers to standard error for unstandardized beta. β refers 















n = 198 
Immediate 
Post-Test 
n = 187 
1-month 
n = 181 
2-months 
n = 171 
Group by Time 
Interaction 
M SD M SD M SD M SD ES F df p 
Negative Stereotypes 
(AMIS) 





2.22 .43 2.30 .52 2.21 .46 2.28 .50     
 
 
             
Categorical Thinking 
(ATSMI-AV) 





2.01 .70 1.91 .67 1.97 .64 1.97 .62     
 
 
             
Intended Social 
Distance (RIBS) 





1.95 .68 1.90 .66 1.88 .67 2.00 .68     
 
 
             
Knowledge (MAKS) ETS 
 





3.42 .43 3.51 .44 3.44 .44 3.47 .39     
 
 
             
Negative Affect (r-
AQ) 





1.99 .81 1.97 .79 1.92 .75 1.94 .80     
 
 
             
Intentions to Seek 
Counseling (ISCI) 





Control 2.22 .61 2.03 .71 2.02 .71 2.11 .80     
 
 






Note. Higher AMIS and ATSMI-AV = higher negative stereotypes. Higher RIBS = higher 
intended social distance. Higher MAKS = higher mental health knowledge. Higher r-AQ = 
higher negative affect. Higher ISCI and Peer Support = higher intentions to seek help and help a 
peer, respectively. Higher PSOSH and SSOSH = higher perceptions of stigma and self-stigma, 
respectively. Higher DES-AR = higher anticipated risk. Higher DES-AB = higher anticipated 
benefits. SD refers to standard deviation. ES refers to effect size for overall mean score 
difference between ETS and control group (via Cohen’s d). Group by time interaction 
significance level refers to full models (i.e., all predictors included).  
 
 
Intentions to Provide 
Peer Support (Peer) 





4.12 .63 4.05 .61 3.95 .59 3.89 .71     
 
 
             
Perceptions of 
Stigma (PSOSH) 





2.19 .76 1.98 .68 1.89 .69 1.96 .79     
 
 
             
Self-Stigma 
(SSOSH) 





Control 2.65 .67 2.69 .66 2.73 .72 2.81 .72     
 
 
             
Anticipated Risks 
(DES-AR) 





Control 3.39 1.06 3.43 1.03 3.41 1.14 3.41 1.08     
 
 
             
Anticipated Benefits 
(DES-AB) 





2.91 .86 3.02 .84 3.02 .84 3.02 .96     




























Figure 1. Consolidated Standards of Reporting Trials (CONSORT) participant flow diagram. 
14 high school classes 
assessed for eligibility (n = 232) 
Students who completed assent 
(n = 208; 90%) 
Students excluded (n = 26) 
   Parent/guardian opt out (n = 3) 
   Declined to participate or absent for 
first two visits (n = 23) 
Completed T3 (n = 94) 
 
Completed T4 (n = 87) 
 
 
7 classes allocated to Ending the Silence 
intervention (n = 105) 
 
 Completed pretest/T1 (n = 101) 
 
 Received allocated intervention and 
completed posttest/T2 (n = 95) 
 
Completed T3 (n =87) 
 
Completed T4 (n = 84) 
 
 
7 classes allocated to control group (n = 101) 
 
 
 Completed pretest/T1 (n = 97) 
 
 Received allocated intervention and 




Randomized 14 classes 











Figure 2. Estimated marginal means between groups for negative stereotypes (AMIS) over Time 








Figure 3. Estimated marginal means between groups for mental health knowledge (MAKS) over 
Time (Time 1 = baseline, Time 2 = immediate post-test, Time 3 = one month follow-up, Time 4 







Figure 4. Estimated marginal means between groups for perceived stigma (PSOSH) over Time 









Figure 5. Estimated marginal means between groups for disclosure worries: anticipated risk 
(DES - AR) over Time (Time 1 = baseline, Time 2 = immediate post-test, Time 3 = one month 
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